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ABSTRACT 
Clinical decision making (CDM) is an integral part of nursing practice for 
maintaining quality patient care. In fulfilling the demands of efficient and high quality 
nursing care, nurses should be well-equipped to make effective clinical decisions for the 
patients, timely recognize and manage their illness, and improve their quality of life. 
However, limited studies on CDM in nursing practice have been identified from the 
recent literature, particularly in Chinese populations. Therefore, explanations of the 
meaning of and major factors influencing CDM remain inadequate and unclear. There is 
also an absence of studies on exploring baccalaureate-prepared nurses' perceptions of 
the concept of CDM in the Chinese context, where cultural and social issues may differ 
from those of Western countries. 
The aim of this study was to explore Chinese baccalaureate-prepared nurses' 
perceptions of the concept of CDM. A qualitative exploratory research method was used. 
Data were collected using in-depth open-ended interviews with a convenience sample 
of 20 nurses, among whom 10 female registered nurses were from mainly three clinical 
departments (medical, surgical and ICU) in a teaching hospital in Tianjin of mainland 
China, and 10 nurse educators were teaching in the nursing school at a medical 
university there. They had all completed a bachelor of nursing education, worked full-
time, and were willing to participate and share their experiences and perceptions about 
CDM in nursing practice. 
Semi-structured interviews were conducted to focus on the nurses' understanding 
and experiences of CDM. Open-ended questions, such as 'In your opinion, what is 
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CDM?' and 'What are your experiences of making clinical decisions?' were used to 
guide the interview. The interviews lasted between 60-110 minutes and were all tape-
recorded, transcribed verbatim and content-analyzed. Validity of the findings was 
enhanced by different means during data collection and analysis, such as eliminating the 
researcher's preconceived bias, assuring confidentiality of data, checking the accuracy 
of the transcribed interview data and the interpretations during data analysis, and 
discussing constantly with the supervisors on the questions concerning data collection 
and analysis. Reliability of the study was increased by means of all the interviews being 
conducted by the researcher only using the interview guide, audiotaping all the 
interviews, and using field notes for data analysis. 
The seven main categories from the interview data included: understanding of 
CDM, a participatory process, autonomy in CDM, attributes required in CDM, role of 
knowledge in CDM, contributions of clinical experiences to CDM, and workplace 
environment. The findings indicated that the nurses perceived CDM involving a process 
from understanding about the patient's health condition, making nursing judgments, to 
taking appropriate interventions to solve the patient's problems. The participation of 
patients, family members and other health professionals played a significant role for 
nurses making efficient clinical decisions about patient care. Previous studies also 
suggested that when making clinical decisions, nurses had to make judgments about 
patients' problems, take interventions, and interact with patients, families and other staff. 
As suggested by previous studies, the results also reveal that the nurses' knowledge and 
clinical experience, as well as other behavioural and cognitive attributes, are required 
and have significant influences on CDM. Furthermore, an important finding was that 
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the nurses had little autonomy in CDM and depended on doctors' instructions. However, 
the nurses in several Western developed countries have indicated higher levels of 
autonomy than those of the Chinese nurses in this study. These findings reflect that 
socio-cultural beliefs about nursing in Chinese society may have an impact on nurses' 
CDM autonomy in clinical practice. In addition, the influences of nurses' attitudes 
towards drug administration and the Chinese cultural tradition of respecting older 
people on CDM were also identified. 
An understanding of the concept of CDM and its related factors is of great 
importance in helping nurses to recognise the important issues in making effective 
clinical decisions for their patients. The findings of this study may contribute to 
understanding of effective CDM amongst this group of nurses, and have implications 
for providing important information about the essential components of nurses' CDM 
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Nurses are one of the few occupational groups that provide 24-hour direct care to 
meet patients' needs (Bakalis, 2006), and as such are frequently the first professionals to 
identify any changes in a patient's health condition. It is therefore nurses' assessment 
and analysis of the patients' events that will determine subsequent actions on care 
provision. In fulfilling the demands of caregiving, nurses should be well equipped to 
make effective clinical decisions (Boney & Baker，1997). According to Beimer, Tanner 
and Chesla (1996), clinical decision making (CDM) is the way that nurses use to 
understand patients' problems and take actions to manage the problems. It integrates 
t 
both a conscious and deliberate analytical component and intuitive decision-making 
activities (Dreyftis & Dreyfus，1996). 
CDM is an essential skill for nurses and an integral part of nursing practice for 
providing effective and individualized patient care; it requires the ability to identify 
complex clinical situations and make decisions to manage them appropriately and 
efficiently. It also demands an understanding not only of the pathophysiological and 
diagnostic aspects of a patient's health problem, but also of the illness experience for 
both patients and family members, as well as their coping strategies (Tanner, 2006). An 
understanding of nurses' perceptions of the concept of CDM in nursing is essential for 
understanding how nurses make clinical decisions for their patients and how to improve 
their CDM skills, in order to comprehend the patients' needs and meet the demands of 
effective CDM for the patients. 
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Meanwhile, nurses' knowledge and skills to make effective clinical decisions can 
be developed and enhanced by a higher level of nursing education (Camevali & Thomas， 
1993). The preparation of CDM abilities is also one of the important goals of higher 
nursing education in mainland China (孙 & 杜，2003). Therefore, people involved in 
nursing education may have more understanding about the concept of CDM, and it may 
contribute to an understanding of CDM to examine whether there are similarities and 
differences between the perceptions of nurses working in clinical and educational area. 
It is recognized that culture has an influence on the practice of health care (Leininger & 
McFarland, 2002) as well as the Chinese nurses' CDM (Wang, 2005), and as such, the 
perceptions and experiences of CDM of nurses in mainland China may be different 
from nurses in other populations. An understanding of CDM in nursing is of great 
importance in helping nurses to make effective clinical decisions for their patients, and 
facilitating nursing educators to help students adopt effective learning strategies in 
developing and improving their CDM ability in caring for their patients. Therefore, the 
aim of the present study was to explore Chinese baccalaureate-prepared nurses' 
perceptions of the concept of CDM and to address this gap, in terms of the definition, 




This chapter presents a critical review of CDM in nursing practice, which 
includes the definition of CDM, the different theoretical perspectives on the topic of 
CDM with evidence support, a variety of factors influencing CDM, and the autonomy 
in nurses' CDM. It also presents the recent studies on the understanding of nurses' CDM 
in the Chinese context. Finally, the gaps in the literature are highlighted and the need to 
conduct the present study is discussed. 
The literature search was conducted using online databases for English and 
Chinese-language articles published from 1990 to 2009，including: the British Nursing 
Index, the Cumulative Index to Nursing & Allied Health Literature Plus (CINAHL Plus), 
EBM Reviews, EMBASE, ERIC, MEDLINE, PsycINFO and CNKI. The articles cited 
in the published articles were also retrieved from the electronic databases and by hand 
searching in the university libraries and examined. The key words used for searching as 
follows: decision making, clinical judgment, diagnostic reasoning, problem solving, 
nursing, nurse, baccalaureate, undergraduate, Chinese and China. The literature search 
from the electronic databases identified a total of 9426 articles, consisting of 558 
articles in the British Nursing Index, 7696 in CINAHL Plus, 9 in EBM Reviews, 689 in 
EMBASE, 447 in ERIC, 3159 in MEDLINE, 585 in PsycINFO and 458 in CNKI. The 
inclusion criteria of the articles were that they were research articles which described 
the definition of CDM, explored nurses' experience or perception of CDM, clearly 
described the objectives and methodologies, comprehensively reported the findings, and 
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clearly discussed the findings and made conclusions and recommendations 
corresponding to their specific study aims. The studies which did not meet the inclusion 
criteria, and those that were editorials, opinion papers, and conference reports, were 
excluded, with 58 studies left for this literature review. The literature search strategy is 
provided in Appendix 1. 
Clinical Decision Making in Nursing 
Definition of Clinical Decision Making 
Nurses, like any professional practitioners, inevitably make decisions in the 
professional context and in their daily professional practice which are within the domain 
of 'professional judgment' (Fish & Coles，1998). 'Professional judgment', according to 
Fish and Coles (1998)，has more complex connotations than the decisions or judgments 
made by professionals in the course of everyday practice; it involves deep consideration 
about the goal and the process of their practice, involving critical thinking and complex 
choices concerning the patients' good, especially when the professionals are faced with 
conflicting moral dilemmas (Fish & Coles，1998). 
Defining the concept of CDM is complex due to the different terms 
interchangeably used for CDM. For the purpose of this thesis, the concept is defined as 
an abstraction of a particular aspect of human behavior or phenomenon (Polit & Beck， 
2004)，therefore, the concept of CDM is an abstraction of the behavior of nurses or the 
phenomenon of making clinical decisions for their patients in nursing practice. Clinical 
judgment, diagnostic reasoning, problem solving and CDM have been used commonly 
and interchangeably, and describe almost the similar cognitive activities involved when 
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choices are made about patients' clinical problems and care options in order to solve the 
problems and meet their care needs (Benner et al.，1996; Lee, Chan, & Phillips，2006; 
Tanner, 2006). Among all these terms, CDM is the one most commonly used (Luker & 
Kenrick, 1992). However, there are differences between CDM and the other terms 
which need to be considered. 
Clinical judgment is the selection and organization of data to support conclusions, 
and is one of the phases of CDM (Bakalis, 2006). The difference between clinical 
judgment and CDM is that clinical judgment is 'assessing alternatives', while CDM is 
‘choosing between alternatives' (Rashotte & Camevale，2004). Diagnostic reasoning is 
a process in which a series of clinical judgments are made during and after data 
collection, and ends in informal judgments or formal diagnoses (Lee et ah, 2006). 
Problem solving is a process which begins when a patient's problem is identified by a 
nurse, persists through to the point where a decision is made that will alleviate or solve 
the problem (Taylor, 2000), and is the ultimate goal of CDM. Therefore, CDM is a 
complex concept which involves clinical judgment and diagnostic reasoning (Lee et al., 
2006)，is used to solve patients' problems (Catolico, Navas, Sommer, & Collins，1996), 
and can possibly integrate the connotations of most of the other terminologies. 
Benner et al. (1996) employed the term 'clinical judgment' to refer to the similar 
phenomenon. Clinical judgment was defined by them as the way that nurses understand 
patients' problems and take action to manage them, integrating both a conscious and 
deliberate analytical component, and intuitive decision making activities (Dreyfus & 
Dreyfus, 1996). 
In other literature, CDM has been defined as a complex process which nurses use 
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to make a mental choice between options (Matteson & Hawkins, 1990)，to manage 
information so as to make a judgment that results in the provision of care (White, 
Nativio, Kobert, & Engberg，1992)，to formulate a nursing diagnosis and select 
interventions (dela Cruz, 1994)，and to collect, assess and determine the patients' care 
needs and evaluate their outcome (Lin, Hsu, & Tasy，2003). Tanner (2006) suggested 
that CDM is a process used by nurses and other health care professionals to make 
judgments, which involves not only the thinking process of developing alternatives, 
evaluating them based on patients' information, and then making the most appropriate 
choice, but also those intuitive activities independent of analytical cognition. More 
recently, Banning (2008) proposed that CDM is a process used by nurses in their 
everyday nursing practice, in which they make judgments about patient care and 
management. From these definitions it is possible to conclude that CDM is not only a 
cognitive process which involves a series of mental activities, but also a practice which 
involves behavioral components, such as assessing patients' data and taking actions 
(Lee et al., 2006). 
How Nurses Make Clinical Decisions 
CDM in nursing has been studied from the perspectives of a range of participants, 
such as registered nurses, nurse practitioners and specialists, and nurse educators. It has 
been studied using a variety of research methods, including qualitative, quantitative, and 
mixed quantitative and qualitative studies. Many studies attempted to explore nurses' 
CDM in clinical practice in terms of how nurses make clinical decisions (Lyneham, 
Parkinson, & Denholm，2008; Manias, Aitken, & Dunning，2004; Twycross & Powls， 
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2006). During the literature review, it was observed that some theoretical perspectives 
informed the understanding of CDM. The main models or theories included the 
analytical model (Camevali, 1984), the intuitive model (Benner, 1984) and cognitive 
continuum theory (Hammond, 1988). These models have been used to explain how 
nurses make clinical decisions. The use of these three models in CDM is discussed 
below. 
The Analytical Model 
In the analytical model developed by Camevali (1984), CDM is portrayed as a 
hypothetico-deductive reasoning process which includes a set of different stages, such 
as 'exposure to pre-encoimter data; entry to the data search field and shaping the 
direction of data gathering; coalescing of cues into clusters or "chunks"; activating 
possible diagnostic explanations (hypotheses); hypothesis and data directed search of 
the data field; testing diagnostic hypotheses for goodness of fit; and diagnosis' (p. 26). 
There are only a few studies supporting the use of the analytical model of CDM. 
Ellis (1997) conducted a grounded theory study on CDM, observing and 
interviewing 17 registered nurses in adult medical-surgical and intensive care settings. 
The findings demonstrated that the nurses generated several alternatives (e.g., 
hypokalemia, diabetes and pain) for the cause of a patient's problem (i.e., nausea), then 
continued collecting the patient's information to examine the alternatives, ruling out 
alternatives until only one option (i.e. pain) was left with adequate support from the 
patient's data. These findings suggested that nurses' CDM is an analytical process 
involving the generation of hypotheses through a deductive method until a final choice 
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is made. However, the researcher might create bias by either losing objectivity when 
documenting observations or improperly selecting the events to be observed. And also, 
the informants' normal behavior might change due to the impact of the presence of the 
researcher (Ofiredy, 1998). Therefore, the applicability of their findings to different 
nursing populations is questionable. 
Similar findings were demonstrated in a study by Lyneham (1998) of three nurse 
specialists suggesting that the nurses used the analytical model of CDM in the 
emergency care setting. The informants generated the hypotheses of the possible causes 
of the patients' problems based on the information in the scenarios, used clinical 
investigations to acquire patients' information, and arrived at diagnoses of their 
problems. 
Findings from the study by Twycross and Fowls (2006) increased understanding 
about CDM on pain management by paediatric nurses. Twelve surgical nurses and 15 
medical nurses were asked to think aloud when making clinical decisions. Through 
analyzing the verbal protocols, the researchers found that the nurses used hypothetico-
deductive reasoning in CDM, gathering the patient's information from different 
resources (e.g., communicating with children, parents or staff and observing the patient), 
developed possible hypothesis of the patient's problem, collected additional information 
to examine the hypothesis, made a decision about the problem, and planned to carry out 
nursing care accordingly. Similarly, Goransson, Ehnfors, Fonteyn, and Ehrenberg (2008) 
explored the thinking strategies used by 16 emergency nurses during triage process. 
Using think aloud technique, they found that the nurses collected patients' information, 
generated hypotheses about patients' problems and possible interventions, determined 
.8 
the cause of the problems, and made choices about the required actions. However, the 
above findings obtained using think aloud technique were also questionable, as they 
might fail to capture the cognitive process, which the clinicians use in natural context. 
Accuracy of the findings may also be jeopardized by the difficulties encountered by 
nurses when they try to verbalize their thought process (Banning, 2008). 
The above studies support nurses in different settings used hypothetico-deductive 
reasoning in CDM. However, researchers (Lauri & Salantera，1995; McGuire，1985; 
Radwin, 1995) challenged the limited utility of this model，arguing that it was not able 
to describe all of the elements included in CDM process, such as nurses' emotions, 
intuition and context, which are considered irrelevant to the CDM process in this model. 
For example, public health nurses relied mainly on the analytical model, while short-
term care nurses relied mainly on the intuitive model (Lauri & Salantera, 1998). The 
emotional feelings of psychiatric nurses might influence their decisions to restrain 
patients (Marangos-Frost, 1998)，in that the nurse's personal fear of injury and the 
potential harm to the patient lead to her choice of using restraint. Therefore, the 
analytical model may not be able to reflect the real world clinical nursing practice 
(Radwin, 1990; Thompson, 1999). 
In addition, the critiques also concern about the underlying assumption of this 
model that the clinical decision or judgment is the outcome of a single and general 
process used by all nurses at all times (Benner, 1984; Thompson, 1999). More than one 
method may be employed by nurses in CDM (Benner, 1982; Radwin, 1990). Therefore, 
other models, for instance, the intuitive and cognitive continuum models, can be 
possible alternatives explaining nurses' CDM process. 
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The Intuitive Model 
As suggested by Benner (1984), the intuitive model can explain parts of nurses' 
CDM process, which relies mainly on nurses' past experiences. Intuition can be defined 
as 'understanding without a rationale，(Benner & Tanner，1987，p. 23), and can be linked 
clearly to a nurse's expertise in professional practice (Benner, 1984). Rew (1986) 
described intuition as 'knowledge of a fact or truth, as a whole; immediate possession of 
knowledge; and knowledge independent of the linear reasoning process' (p. 23). 
Furthermore, King and Appleton (1997) defined intuition in nursing as 'the integration 
of forms of knowing in a sudden realization' (p. 195). Intuition has been used to explain 
how practitioners make decisions in nursing (Benner, 1984). Benner (1984) described 
five stages of professional nurse development in which the mode of clinical decision 
also changes from being purely based on analytical principles to the use of clinical 
experience and expertise; she identified these stages as novice, advanced beginner, 
competent, proficient and expert. Benner further suggested that how decisions are made 
depends upon at which stage of professional development the nurse is. Novice nurses 
have no experience to draw upon and therefore decisions are based on analytical 
principles, such as rules, guidelines and maxims. While the expert nurses have a wealth 
of experience to draw upon, they no longer rely on analytical principles, but make 
decisions intuitively based on their own valuable relevant experience. There is also 
increasing research evidence demonstrating the use of intuition by nurses to make 
clinical decisions (Rashotte & Camevale，2004). The concept of intuition acknowledges 
that the practitioner is able to understand and rapidly identify the possible outcomes of 
certain patient situations, which is critical to CDM in a context of risk and uncertainty, 
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when nurses may be fully aware of the possibility of the occurrence of an adverse event 
as well as the result of their decisions (Thompson. & Dowding, 2002). Meanwhile the 
accuracy of intuitive decision making about risk prediction for the patients was also 
acknowledged (Benner, 1984); for example, anticipating the deterioration of a patient's 
health condition and other problems. 
Recent studies indicated that nurses use the intuitive model to guide CDM. 
Lyneham et al. (2008) interviewed 14 expert emergency nurses using a 
phenomenological study approach in order to investigate the intuition experienced by 
the informants. The data analysis revealed three different stages of intuition, namely 
cognitive intuition, in which nurses subconsciously assessed the patient, made decisions 
very quickly, and were able subsequently to explain this process; transitional intuition, 
an unconscious stage in between where nurses often denied, fought or questioned their 
intuition; and embodied intuition, in which the experts fully trusted their intuition, 
became embodied in their intuitive abilities, and used it confidently and freely in their 
CDM practice. 
Hallett, Austin, Caress, and Luker (2000) completed semi-structured interviews 
with a purposive sample of 62 practicing community nurses to investigate CDM in the 
area of wound care. Content analysis of the data found that community nurses mainly 
used intuition to make clinical decisions. The nurses believed that their ideas of cause of 
patient's problems and the required solutions of the problem could be almost 
immediately clear, without indicating any linear process or stages. Cone and Murray 
(2002) conducted a qualitative descriptive study with a purposive sample of 10 expert 
triage nurses in an emergency setting. Through analyzing the two focus group interview 
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data, it was found that the informants identified 'use of intuition’ during their triage 
process; for example, they acknowledged that they made a specific decision at triage 
because 'something just wasn't right' or 'I just had this gut feeling that something was 
wrong.' They also viewed 'intuition' as one of the most important parts of CDM in their 
triage practice. However, it was difficult for the nurses to explain why they made a 
particular decision. 
Similarly, Minick and Harvey (2003) studied a purposive sample of 14 medical-
surgical registered nurses using both individual and focus group interviews in order to 
explore the phenomenon of early recognition of patients' problems. One important 
finding was knowing that something was not as expected. In situations different from 
those expected, informants used their 'gut feeling' that something was not right, which 
they gained through experience, to identify subtle changes in the health conditions of 
their patients. Such changes further alerted nurses and facilitated early recognition of 
patients' potential problems. 
The researchers of these studies acknowledged the important role that intuition 
played in nurses' CDM, as proposed in the intuitive model (Benner, 1984); however, it 
appeared that these studies failed to provide an in-depth and convincing explanation of 
the way in which nurses made intuitive clinical decisions for their patients. Critique of 
this model has also been observed in the literature review in terms of its limited 
communicability and applicability. McKenna (1997) suggested that knowledge can only 
be disseminated through communication with people. This raised a question about the 
ability to communicate intuition, and also the intuitive way of CDM occurring at an 
almost unconscious level of cognitive activity (Hamers, Huijer Abu Saad，& Halfens， 
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1994) which is intangible and cannot be described by clinicians (Thompson, 1999). 
Dowding and Thompson (2003) argued the limited applicability of intuition suggesting 
that intuition and expertise are grounded in a specific context with a specific nature, so 
that nurse practitioners are not able to apply them to other contexts. 
Cognitive Continuum Theory 
In response to previous weaknesses of the analytical and intuitive models, 
Hammond's (1988) cognitive continuum theory combines the characteristics of both 
analysis and intuition. According to this theory, various modes of cognition can be 
ordered, from cognitive analysis to intuition, on a continuum; these modes of cognition 
are primarily determined by the judgment of the decision maker in terms of three 
aspects, namely the complexity of the task structure, the ambiguity of the task, and the 
nature of the presentation of the task. For instance, a task of higher complexity will be 
presented with a lot of information and lead to an intuitive approach. If the practitioner 
is managing a task which has greater ambiguity, then an intuitive approach will be used. 
In terms of the nature of the presentation of the task, a high level of decomposition and 
longer time available will lead to an analytical approach. On the other hand, if there is 
shorter time available and the task has low level of decomposition, then the practitioner 
will more likely to use intuitive approach. There are both quantitative and qualitative 
studies indicating the analytical and intuitive components in nurses' CDM. 
A series of cross-setting and cross-cultural quantitative survey studies (Lauri & 
Salantera, 1995, 1998; Lauri, Salantera, Bild, Chalmers, Duffy, & Kim，1997; Lauri, 
Salantera, Callister, Harrisson, Kappeli, & MacLeod，1998; Lauri, Salantera, Chalmers, 
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Ekman, Kim, Kappeli，& MacLeod, 2001; Lauri, Salantera, Gilje’ & Klose, 1999) were 
conducted to identify CDM models used by nurses in different clinical settings (e.g., 
public health, intensive care, and psychiatric nursing) and in different Western countries 
(e.g., Finland, Canada and the United States). Based on the three models discussed in 
this and previous sections, the researchers developed (Lauri & Salantera，1995) and 
used one 56-item structured questionnaire with a five-point Likert scale (‘almost never', 
'rarely', 'sometimes', ‘often’ and 'almost always') to collect data for all of the six 
studies. The questions mainly asked how nurses make clinical decisions in terms of the 
four main stages of CDM (i.e., collecting information to define a patient's condition, 
processing information, planning and implementing nursing interventions, and 
monitoring and evaluating the patient's condition), half of the questions measured 
analytical decision making and half measured intuitive decision making. The findings 
suggested that most of the nurses used both analytical and intuitive CDM models, rather 
than only one. However, there were significant variations of CDM strategies or models 
used among different nursing specialties and across different countries. In addition, the 
field of nursing and the nurse's country of origin were statistically significantly 
associated with the CDM models used. 
Indeed findings demonstrated that public health nurses relied mainly on the 
analytical model, while short-term care nurses relied mainly on the intuitive model 
(Lauri & Salantera，1998). However, the researchers did not give conclusive 
explanations about why nurses' CDM varies significantly across different nursing fields, 
but rather they raised this question as a focus and challenge for fiiture research. In terms 
of nurses' CDM in various cultural contexts, the researchers found that Finnish nurses 
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mainly used the analytical model, while Canadian nurses mainly used the intuitive 
model (Lauri et al.，1997). They argued that these variations were due to the differences 
in the health care systems, nursing education and nursing practice among the countries 
under study. However, it remains unknown whether such differences were related to 
socio-cultural factors, for example, the values, beliefs and world views of the nurses in 
each country, and whether this can explain their use of different CDM models. 
The findings from the above cross-cultural survey studies support the proposition 
that nurses' CDM involves both analytical and intuitive components, as suggested by 
the cognitive continuum theory. The studies also indicated a potential influential role of 
culture on CDM in nursing practice, although they did not give a convincing rationale 
behind this suggestion. Furthermore, the translation and back-translation and testing of 
the cultural equivalence of the questionnaire in the four cross-cultural studies were not 
reported. Lauri et al. (2001) also acknowledged the difficulties encountered during the 
questionnaire translation, recognising that they could not guarantee that the terms used 
conveyed the same meaning across different cultures. The items written in the language 
of one culture may be misunderstood by people from another culture due to an 
inappropriate translation (Bakalis, Bowman, & Porock，2003), so highlighting the 
complexity of CDM because of the interchangeable use of the terms. 
In addition, Lauri et al. (1998) have suggested that using questionnaires may only 
examine in a few key issues about nurses' self perceptions of CDM, rather than 
understanding in full details about the actual CDM process, and its associated factors. 
Moreover, three of the four studies used a non-random sample, the exception being 
Lauri and Salantera's (1995) study. Given the above limitations, the generalizability and 
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application of their findings to different nursing populations are questionable. 
Dela Cruz (1994) explored 21 registered home healthcare nurses' CDM 
experiences in a grounded theory study, using participant observation and open-ended 
interviews. The findings indicated that when the nurses managed a well-defined task, 
such as the first home visit to a newly admitted patient, they collected information using 
the agency assessment form and used this to make judgments about the patient's 
problems in a logical way. However, when dealing with ill-structured tasks or problems, 
such as follow-up visits to a patient whose initial home visit record was not known by 
the nurse, then the experienced nurses used their intuition to make judgments about the 
patient's problems. The researcher argued that the participants used mixed decision-
making approaches, the choice of which was influenced by the decision-making 
situations. 
Burman, Stepans, Jansa and Steiner (2002) invited a purposive sample of 36 
primary care nurse practitioners and used a grounded theory study to explain their CDM 
for simulated patients. The findings indicated that when diagnosing the patient，the 
nurses not only used the patient's information to test the primary hypothesis, but also 
intuitively made decisions. However, the simulated patient scenarios are artificial and 
hypothetical in nature (Taylor, 2000), and may not be able to adequately representing 
the complexity and unpredictability of actual clinical conditions as they take place in 
the reality of nursing practice (Banning, 2008)，so their findings may be questionable. 
The findings from a study by OSredy (1998) concurred with the above findings 
highlighting the use of both hypothetico-deductive reasoning and intuition among nurse 
practitioners. The adoption of a hypothetico-deductive model in identifying the cause of 
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the patient's problem and of intuition in judging changes in the patient's condition was 
also found in a study by Manias et al. (2004) on decisions about administration of 
medication by the medical-surgical nurses, and in Taylor's (2006) study on decisions 
about weaning patients from mechanical ventilation by ICU nurses. These findings 
seem to support the notions of the cognitive continuum theory that the cognitive 
activities in CDM are neither purely analytical nor purely intuitive, but combine both 
types of thinking. 
Based on the findings from the above studies, it seems that neither the analytical 
model nor the intuitive model alone can offer an exclusive and convincing explanation 
for how clinical decisions are made by nurses, nor reconcile the different worlds of 
theory and clinical reality. However, the cognitive continuum theory views both the 
analytical and intuitive models as ideal typical end-points on a CDM continuum, and 
acknowledges that the practitioner's CDM approach is located at some point in between 
(Hammond, 1988). The cognitive continuum theory offers an alternative approach to 
accept the two decision-making models occupying the same theoretical stance. It is 
more appropriate to use the notions of this theory that nurses' CDM can be very 
complex, involving both cognitive analysis and an intuitive process. 
Factors Influencing Clinical Decision Making 
The literature review also demonstrated that a range of factors influenced nurses' 
CDM. Knowledge and clinical experience are the two most common factors, but other 




The importance of knowledge to the CDM process was identified in several 
studies. Watson (1994) interviewed a convenience sample of 11 registered medical 
nurses and found that they used their knowledge to make decisions and reported that 
knowledge made their CDM easier, while lack of knowledge made their CDM more 
difficult. Similar findings were identified in a questionnaire survey study by Bucknall 
and Thomas (1997) about critical care nurses' perceptions of the problems associated 
with their CDM and the frequency with which the problems occurred in their practice. A 
total of 82 (35.7%) of the participants reported that they experienced difficulties in 
CDM weekly or more frequently due to their inadequate knowledge, and 218 (94.8%) 
of the participants reported that they had difficulties in CDM due to insufficient 
knowledge in their specialty of critical care. Tanabe and Buschmann (2000) conducted a 
questionnaire survey study exploring the 305 emergency nurses' CDM on pain 
management, and found that 134 (44%) of the nurses identified lack of knowledge 
regarding pain management as one of the barriers to effectively solve the patients' 
problem of pain. 
In a qualitative study exploring emergency nurses' CDM for elderly patients, 
Kihlgren, Nilsson, and Sorlie (2005) interviewed 10 nurses and found that having a 
good basic knowledge about various diseases helps nurses observe and understand the 
improvement or deterioration of their situations and consequently, make more effective 
clinical decisions. Andersson, Omberg, and Svedlund (2006) conducted a qualitative 
study exploring the factors influencing triage nurses' CDM in the emergency 
department. They observed and interviewed 19 informants, and found that the nurses 
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considered their professional knowledge as an important means used for prioritizing the 
patients' problems. Interestingly, when the nurses lacked knowledge related to the 
patients' problems, they tended to put a higher priority on categorising those patients for 
receiving treatment and care. In a qualitative study exploring medical nurses' CDM, 
Mantzoukas and Jasper (2008) observed and interviewed 18 nurses and found that the 
knowledge learned from school as well as journals and books provided the nurses 
evidence and rationale for their CDM process. 
These findings illustrated the important role of various kinds of specialized 
knowledge in nurses' CDM. The nurses made clinical decisions based on their 
knowledge, which can be used to better understand a patient's condition. The 
knowledge could also make nurses' CDM easier and help them make effective clinical 
decisions. 
Clinical Experience 
Clinical experience was also identified as playing an important role in nurses' 
CDM. Hamers, Huijer Abu-Saad, Halfens, and Schumacher (1994) conducted a 
qualitative study to investigate the factors influencing 10 paediatric nurses' CDM on 
pain in children, using observation and interviews. It was found that nurses used their 
previous clinical experience to assess children's pain and choose interventions to 
manage their pain. In an exploratory study by Watson (1994), the findings indicated that 
the large majority of decisions observed were stated as being based on nurses' previous 
clinical experience. The subjects claimed that they used their clinical experience to 
make decisions and justify their choices. Informants reported that previous experience 
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of a similar situation helped them make decisions more easily. Similar findings were 
reported in the study by Gelsthorpe and Crocker (2004) of seven ICU nurses, who made 
their decisions based on their previous clinical experience of caring for similar patients, 
which was seen as imperative to justify the decisions to wean. Consistently, in Sjostrom, 
Dahlgren, and Haljamae's (2000) study exploring 30 critical care nurses' CDM on pain 
assessment using interviews, the informants were found to use previous experiences of 
working at the ICU, which made them familiar with what to do and how to do to 
effectively manage their patients' pain. In CiofFi's (2001) study exploring 32 registered 
nurses' CDM in emergency situations using interviews, the informants were found to 
identify the similarities between the current patient's condition and that of the patients 
they had cared for previously, and use these experiences to make decisions for patient's 
problem. 
Radwin (1998) observed and interviewed a purposive sample of 13 registered 
nurses in a cardiac unit, and found that as the nurses gained more and more clinical 
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experiences, they developed more confidence when making nursing judgments and 
selecting appropriate interventions. In a descriptive quantitative study of Bakalis and 
Watson (2005), a convenience sample of 60 nurses in medical, surgical and critical care 
settings completed a questionnaire. A significant positive correlation was established 
between the length of clinical experience and frequency of CDM in nursing practice, 
suggesting that more experienced nurses more frequently participated in CDM process. 
In Andersson et al.'s (2006) qualitative study exploring the factors influencing 
triage nurses' CDM, the informants were found to use previous clinical experience of 
working in the emergency department, which made them familiar with the patient's 
.20 
situation, to make decisions. Also, novice nurses tended to consult experienced 
colleagues in CDM process. Similar findings were identified in the study by Chung 
(2005) of seven emergency nurses. 
Currey and Botti (2006) observed and interviewed a purposive sample of 38 
critical care nurses and found that experienced nurses identified and reacted to patients' 
haemodynamic conditions more rapidly and timely than did less experienced nurses; on 
the other hand, less experienced nurses encountered difficulties when recognizing and 
dealing with patients' problems. Similar findings were identified in the study by 
Simmons, Lanuza, Fonteyn，Hicks, and Holm (2005) using think aloud technique with a 
purposive sample 15 nurses in a medical-surgical unit. It was found that the experienced 
nurses made judgments about patients' problems more quickly and effectively. 
The findings from the above studies suggest that both general and specialised 
clinical experience was commonly used by nurses as the reference or useful information 
for their CDM, and could make their CDM easier. In addition, more experienced nurses 
had more confidence, more frequently participated in CDM and made more effective 
decisions for their patients. 
Internal Factors 
The literature review demonstrated a range of internal factors influencing nurses' 
CDM. These included attitude towards patient management strategies (Hamers et al., 
1994; Helmrich, Yates, Nash, Hobman, Poulton, & Berggren，2001), occupational 
orientation about nurses' roles (Hoffinan, DufField, & Donoghue，2004), communication 
skills (Cone & Murray，2002; Rejeh, Ahmadi, Mohammadi, Kazemnejad, & Anoosheh， 
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2009; Sjostrom et al., 2000)，and critical thinking ability (Cone & Murray，2002). 
Hamers et al. (1994), in their qualitative study, identified nurses' attitude as an 
important factor determining their decisions about using pain management for children. 
Their negative attitude towards pain control medication, for example, seeing the 
medication as being harmful, being a poison, having side-effects, or suppressing other 
symptoms, led to reluctance and delay in the administration of analgesics. Heimlich et 
al. (2001) conducted 6 focus-group interviews with 37 nurses from medical, surgical, 
oncological and critical care settings, and suggested that the decisions about using non-
pharmacological pain therapies, such as massage, relaxation and distraction, were 
influenced by nurses' attitudes towards their pain relief effect and other benefits of non-
pharmacological interventions. Moreover, other health care staff's mixed attitudes 
towards the non-pharmacological therapies made the nurses feel uncertain and 
unconfident about giving these therapies, in that some nurses and doctors did not accept 
or place priority on the non-pharmacological therapies, while others supported or were 
willing to give these therapies. 
A correlational survey by Hoffman et al. (2004) examined the factors influencing 
94 nurses' participation in CDM. The findings demonstrated that the medical and 
surgical nurses with a professional occupational orientation (role values) would have a 
greater participation in CDM than those holding a paramedical one, who would view 
themselves as doctors' assistants and not make decisions independently (Rhodes, 1985). 
The nurses holding a professional occupational orientation believed that they should 
make autonomous clinical decisions, and were more willing to participate in CDM, 
while those with a paramedical occupational orientation viewed themselves as doctors' 
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helpers, and therefore would not make independent decisions in nursing practice. 
Cone and Murray (2002) reported that good communication skills were the major 
personal trait required by ED triage nurses, in that the nurses should know how to 
question the patient appropriately at triage to acquire the needed information. They also 
identified effective communication as one of the most important components of triage 
decision-making, in that nurses have to interact and communicate with the patients to 
understand their health condition. Sjostrom et al. (2000) demonstrated similar findings 
among a sample of 30 critical care nurses, who used communication skills to make 
accurate decisions on patient's postoperative pain. Rejeh et al. (2009) conducted a 
qualitative study with a purposive sample of 26 surgical nurses using interviews, and 
also suggested that limited nurse-patient interaction was a barrier for nurses' CDM for 
pain management, in which they were not able to gain a comprehensive understanding 
about patients' condition and make effective clinical decisions 
In addition, critical thinking was recognised as one of the cognitive characteristics 
required for ED nurses to perform efficient and effective triage nursing practice (Cone 
& Murray，2002). When the nurses used critical thinking in clinical practice, they were 
able to make more accurate clinical decisions for their patients (Lunney, 2003)，and 
solve the patients' problems more efficiently (Facione, Facione, & Sanchez，1994). 
External Factors 
Besides nurses themselves and their patients involved in CDM, other people such 
as doctors, nursing colleagues and issues in the workplace may influence the CDM 
process. These external factors influencing CDM mainly include interpersonal 
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relationships with patients (Bucknall, 2003; Jenks, 1993)，families (Bucknall, 2003)， 
nurses and doctors (Jenks, 1993)，team spirit (Gelsthorpe & Crocker, 2004; Thomas, 
Sherwood, Mulhollem, Sexton, & Helmreich，2004)，interruptions caused by other 
people (Chung, 2005; Hedberg & Larsson，2004)，support from managers (Adib 
Hagbaghery, Salsali, & Ahmadi，2004;周，张，& 郭，2005)，and those related with the 
work place atmosphere (Adib Hagbaghery et al.，2004; Offredy, Kendall, & Goodman, 
2008; Tutton, Seers, & Langstaff, 2008) and culture (Adib Hagbaghery et al., 2004; 
Andersson et al” 2006; Baker, 2001; Bucknall & Thomas, 1997; Chung, 2005; Rejeh et 
al., 2009). 
A descriptive qualitative study undertaken by Jenks (1993) about 23 registered 
nurses' CDM using observation and interview suggested that the interpersonal 
relationship between nurses and patients needed to be established to help with CDM. A 
lack of this relationship would lead to difficult or wrong decisions, and nurses' sense of 
insecurity and ambiguity about their CDM skills. Similarly, Bucknall (2003) observed 
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and interviewed 18 critical care nurses and found that their CDM was strongly 
influenced by the interpersonal relationship between nurses and patients as well as 
family members who provided the patients' information needed for CDM, especially 
when the patients were not able to communicate with nurses. Therefore, it is important 
to understand the way that interpersonal relationships with patients and their families 
can facilitate or prohibit nurses to make effective decisions. 
In Jenks' study (1993)，the registered nurses felt that interpersonal relationships 
with nursing colleagues would influence CDM about whether or not to use the 
information given by colleagues, and whether or not an agreement would be reached 
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when nurses held different choices about nursing intervention. In addition, the 
interpersonal relationships between nurses and doctors also exerted important 
influences on CDM. The nurses indicated that these relationships would assist CDM 
during collaborative decision-making; for example, a good relationship could help 
nurses make decisions about treatment arrangements and the patient's response to 
treatment with a doctor's input. 
A study by Thomas et al. (2004)，using focus group interviews to study 11 ICU 
nurses' perceptions of working together with doctors and other health professionals, 
found that teamwork spirit can influence collaborative work (e.g., resuscitation and 
admission) in practice and was considered important for providing better patient care. 
The findings indicated that when team members worked together, they shared skills, 
information and experiences, and the clinical decisions made by nurses and other team 
members collectively were more effective than only one making the decision. 
Gelsthorpe and Crocker (2004) demonstrated similar findings among a sample of seven 
ICU nurses. 
A qualitative study undertaken by Hedberg and Larsson (2004) using participant 
observation demonstrated that interruptions of the ongoing CDM process included 
patients, family members and colleagues asking questions or asking for help, and noises 
of the telephone ringing or emergency alarms. Another factor was the interruptive work 
procedures; for example, the nurses needed to complete both CDM tasks and routine 
care responsibilities at the same time, or needed to be available to other patients and 
staff during their CDM process. Similar findings were reported in a study of seven 
emergency nurses by Chung (2005). 
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Adib Hagbaghery et al. (2004) conducted a grounded theory study investigating 
the factors affecting CDM, and found that the support from unit managers played an 
important part，in terms of providing financial welfare and emotional support for nurses. 
Nurses stated that lack of financial welfare, such as an insufficient salary or unfulfilled 
financial needs, made them unable to focus on patients' problems and effectively make 
decisions. Lack of emotional support for conflicts between nurses and doctors was also 
mentioned as a barrier to CDM, since the nurses might be unwilling to take 
responsibility for clinical decisions. Similar findings were found in a study of 156 
Chinese nurses by 周 et al. (2005). 
In a questionnaire survey study exploring critical care nurses' perceptions about 
problems and difficulties associated with CDM, Bucknall and Thomas (1997) reported 
that the critical care nurses experienced a lack of time to make and implement decisions, 
for example, when they were pressured by the doctors to admit patients, and found it 
difficult to make rapid and multiple decisions for unstable, complex and urgent patient 
situations due to the time constraints. The accident and emergency nurses in the study 
by Chung (2005) also identified the time constraints as a barrier to CDM. 
In addition, Baker (2001) and Andersson et al. (2006) reported that a heavy 
workload restricted nurses' CDM on pain management and emergency care. Rejeh et al. 
(2009) also indicated that heavy work-load restricted the nurse-patient relationship and 
limited nurses' time working with patients, and made the nurses being unable to 
participate in CDM for pain management. In the study by Adib Hagbaghery et al. 
(2004), many nurses mentioned that the factor of a high workload, such as unbalanced 
nurse-patient ratios and increased non-nursing duties, had made them work in a task-
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oriented style and consequently restricted their participation in CDM. They also found 
that the organizational environment which emphasized a task-oriented and physician-
centred atmosphere, and which did not respect nurses' decisions would definitely limit 
nurses' active participation in independent CDM. On the other hand, Ofi&edy et al. 
(2008) in the UK found that the supportive atmosphere in which doctors encouraged 
nurses to make clinical decisions could strengthen nurses' confidence during their CDM 
process. Moreover, an ethnographic study undertaken by Tutton et al. (2008) using 
participant observation and interviews with a purposive sample of 19 staff in a trauma 
unit reported that a good team atmosphere facilitated the nurses to actively participate in 
CDM. 
Indeed, the cited literature above demonstrates that CDM is influenced by a 
variety of factors, including knowledge, clinical experience and other important 
variables related to nurses themselves and/or the clinical environment. Nevertheless, a 
full and conclusive explanation about how, why and to what extent these factors may 
affect CDM in nursing practice is not known. Also, due to the complexity of nurses' 
CDM and insufficient understanding about its components and context, there may be 
other determinants playing important roles (Lee et al., 2006). 
Autonomy in Nurses，Clinical Decision Making 
The literature review also demonstrated the issue of autonomy in making clinical 
decisions in nursing practice. Autonomy is the freedom to make decisions about one's 
own actions (Mrayyan, 2005) and choose from alternatives (Keenan, 1999). Indeed, the 
freedom of nurses to determine patient care is considered as one of the essential 
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components of professional nursing (Kopp, 2001); however, different levels of 
autonomy in CDM and professional practice among nurses in different countries have 
been reported. 
Nurses in the US indicated a high level of autonomy in daily practice, which 
demonstrated a high level of making independent clinical decisions for their patients. 
Cajulis and Fitzpatrick (2007) conducted a descriptive survey to investigate the level of 
autonomy of 54 US nurse practitioners in different specialty areas using the Dempster 
Practice Behaviors Scale. The results indicated that the majority of the practitioners 
reported an extremely high (31.5%) or very high (41%) level of autonomy. Kleinpell-
Nowell (1999) in the US reported the results of a longitudinal survey of 619 acute care 
nurse practitioners' roles and practice. The practitioners reported increased 
independence, autonomy, responsibility and confidence in practice one year after their 
national certification as a practitioner. Kleinpell-Nowell (2001) further reported the 
findings of a longitudinal survey exploring 545 acute care nurse practitioners' role 
development two years after national certification, and again found that the practitioners 
indicated increased confidence, autonomy and responsibility. 
Carryer, Gardner, Dunn, and Gardner (2007) explored the role of nurse 
practitioners in Australia and New Zealand using multiple data resources, such as 
published literature, policy documents and interview data of 15 nurse practitioners. 
Nurse practitioners demonstrated professional efficacy supported by highly developed 
autonomy and accountability, which were considered inherent in the nurse practitioner 
role. Rodden (2001) in the UK used a questionnaire survey to describe 90 nurse 
prescribers' perceptions of autonomy and the level of dependence on general 
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practitioner colleagues in their nurse prescribing practice. Findings indicated that 76% 
of the 90 participants agreed or strongly agreed that their autonomy had increased as 
nurse prescribers. In addition, 55 (66.5%) of the nurses believed that they had become 
less dependent on the general practitioners in CDM practice. 
Lewis-Evans and Jester (2004) interviewed seven nurse prescribers in the UK to 
explore their experiences of prescribing. The informants believed that nurse prescribing 
increased their autonomy as they were making autonomous decisions and were able to 
take responsibility for their prescribing decisions. Similarly, Bradley and Nolan (2007) 
conducted a grounded theory study to investigate the impact of nurse prescribing with 
45 UK nurse prescribers. The informants also reported that nurse prescribing had 
enhanced their autonomy and they had become less dependent on doctors. Stenner and 
Courtenay (2008) also found that the UK nurse prescribers claimed that greater 
autonomy over prescribing enabled them to give pain medication to their patients faster, 
to follow up the patients, and to change the medication to meet the patients' needs. 
However, Bucknall (2003) in Australia found that nurses' autonomy in CDM was 
strongly influenced by doctors. For example, nurses reported that some senior doctors 
were disrespectful and had little knowledge about nurses' autonomy, and either 
disregarded information provided by nurses or patronized them. In addition, some 
junior doctors wanted nurses to follow their decisions after they had become more 
familiar with critical care medicine. 
In a cross-cultural comparison of CDM between Greek and English registered 
nurses practising in coronary care units undertaken by Bakalis et al. (2003), in which 
participants were presented with eight scenarios and a set of CDM cards developed by 
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the researchers. They found that English nurses had greater autonomy and therefore 
made more clinical decisions concerning patients' psychosocial recovery than their 
Greek counterparts. The researchers argued that this was due to the different perceptions 
of nursing by the public between the two countries. Traditionally, nurses in Greece are 
viewed as a dependent group and expected to work as the 'ears and eyes' of doctors, to 
faithfully carry out and report back on doctor's orders, and to be driven by the bio-
medical model. While, in England, the nurse's role emphasizes individual professional 
responsibility and CDM, and the nursing activities are based on a holistic care model, so 
English nurses would make more autonomous decisions. However, this argument seems 
inconclusive, as the researchers did not explore the possible underlying reasons to 
explain such variations in the nurses' CDM and the influencing factors. Thus, it is 
difficult to conclude whether any other cultural and social factors than social 
perceptions of nursing might lead to different levels of autonomy in CDM. 
Papathanassoglou, Tseroni, Karydaki, Vazaiou, Kassikou, and Lavdaniti (2005) 
conducted a quantitative study using the Hellenic intensive care nursing autonomy scale 
to explore CDM autonomy among 803 Greek critical care nurses. The findings 
demonstrated that the highest autonomy scores were attributed to basic technical tasks, 
while the scores for CDM autonomy were significantly lower. The researchers argued 
that the lower autonomy in CDM among Greek nurses might result from the medically 
dominated and task-oriented care in ICUs and the overload of nursing work due to staff 
shortages, and that the nurses became simply tools for carrying out doctors' orders. 
Therefore, the nurses were only allowed to implement specific simple tasks, which 
might also not be decided on by nurses themselves. 
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The findings from the above studies suggest that the level of CDM autonomy 
varied in different countries. In the US and UK, the nurse practitioners and nurse 
prescribers might have more autonomy in CDM, while, in other countries, especially in 
Greece, nurses still had low autonomy and needed to depend on doctors' orders, 
therefore, the nurses from different cultural background had the different levels of CDM 
autonomy. Such findings indicated the potentially significant role that culture plays in 
autonomy in nurses' CDM. 
Clinical Decision Making among Chinese Nurses 
It is recognized that culture has an influence on the practice of health care 
(Leininger & McFarland，2002), therefore Chinese nurses' CDM may also be influenced 
by Chinese culture, which is defined as a set of values, beliefs, attitudes, ways of 
thinking, and behaviours that underlie social interaction among Chinese people and 
distinguish them from others of different nationalities (Fan, 2000). For example, a 
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traditional Chinese saying that ‘thirty percent of healing depends on curative means and 
seventy percent on nursing care' (Wang, 1987，p. 4) reflects a common belief about the 
important role of nursing care among Chinese people. And also, in Chinese cultural 
tradition, it is the moral duty of the family members to take care of their sick relatives 
and make health care decisions (Wong & Pang，2000), especially when they take care of 
their parents, they are expected to show their filial piety which is considered the most 
important in the Confiician tradition (Zhu & Cheng, 1997). In addition, the Taiwanese 
nurses with Chinese values, especially a Confucian ethos of respect for the elderly 
people, may consider the changed cognitive status of the elderly people as their normal 
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aging characteristics, and therefore, tolerate these impairments to show their respect 
(Wang & Mentes，2006). As a result, it is important and interesting to understand how 
Chinese nurses make clinical decisions and how Chinese culture influences their CDM. 
Only four studies could be identified in the literature review exploring CDM in a 
Chinese context. Three qualitative studies explored CDM teaching among Taiwanese 
baccalaureate nurse educators (Lin et al., 2003)，the triage nurses，CDM in Hong Kong 
(Chung, 2005), and the factors affecting nurses' CDM in mainland China (周 et al.， 
2005). The remaining one was a quantitative study which investigated the factors 
influencing Taiwanese nurses' CDM for elderly patients suffering from acute confusion 
(Wang, 2005). 
To understand the teaching of CDM in a bachelor of nursing programme in 
Taiwan, Lin et al. (2003) interviewed a convenience sample of 10 nurse educators with 
different specialty areas, namely medical-surgical, paediatric, psychiatric and 
community health nursing. Through content analysis, they found that the term 
'intuition' had never been mentioned in the interviews, but 'experience' was emphasized 
as essential to CDM. They argued that this was due to the different cultural meanings of 
‘intuition’ in Chinese, the term refers more to a sense or an instinct, which might or 
might not be related to experience, and might carry an unscientific meaning in the 
Chinese language. In addition, the results indicated that CDM teaching strategies could 
be divided into cognitive (e.g., teaching advanced knowledge and nursing process and 
using case analysis papers), psychomotor (e.g., clinical teaching and nurse educator 
modelling) and affective domains (e.g., nurse educator modeling and clinical staff 
modelling). The researchers argued that CDM teaching should involve all of these three 
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domains; while they did not give any detail about how to integrate these domains into 
the teaching of CDM, they did recommend further exploration. 
To explore the determinants of clinical judgments on hospitalized elderly patients 
suffering from acute confusion, Wang (2005) conducted a quantitative descriptive study 
with a convenience sample of 654 Taiwanese nurses practising in medical and surgical 
nursing care settings. A factorial survey design was used to understand the nurses' 
responses to 20 vignettes of hypothetical situations. The participants needed to 
determine whether the patients were acutely or chronically confused by scoring the 
vignettes, and complete the Chinese Value Survey (Chinese Culture Connection, 1987)， 
which was used to measure how much effect Chinese values have on the participants. 
The findings demonstrated that the Confucian ethos was significantly associated with 
nurses' misjudgement scores for acute confusion. The nurses with more Chinese values, 
especially a Confucian ethos, would be more likely to make a wrong judgment about 
the manifestation of hypoactive acute confusion of elderly patients, which was viewed 
by these nurses as a normal characteristic of elderly patients. The researcher argued that 
the Confucian ethos, such as tolerance of others, loyalty to superiors, and respect for 
tradition, would make nurses respect and be tolerant of elderly Chinese patients' 'quiet' 
and insignificant hypoactive presentation, which was seen as normal ageing; as the 
Chinese saying goes, 'being old is being confused' (Wang & Mentes，2006). Although 
the two Taiwan studies provide a limited explanation of the extent and aspects of the 
influence of Chinese culture on nurses' CDM, the findings provide focus and direction 
for studies on the potential role of culture and the potential use of intuition in Chinese 
nurses' CDM. 
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Chung (2005) undertook an exploratory study about triage decision-making and 
interviewed a purposive sample of seven emergency nurses in Hong Kong, and 
identified the factors influencing CDM, including their clinical experience, interruption 
of work, and time constraints. The nurses' previous clinical experience of similar 
patients enabled them to be more alert and helped them identify patients' critical 
situations during the triage decision-making process. The interruptions caused by other 
people's enquires made them forget about patient's important information and 
negatively affected their CDM process and efficacy. The time constraint was also 
identified as a barrier to CDM, as the nurses might experience difficulties in making 
accurate triage decisions within a limited period of time. Most interestingly, intuition 
was used by four out of seven nurses to reach triage decisions. This is different from the 
findings of the previous study (Lin et al., 2003)，which indicated that 'intuition' was 
never used by Taiwanese nurses in CDM. 
Only one qualitative study on factors influencing nurses' CDM in mainland China 
(周 et al., 2005) was identified from the Chinese literature database. Using individual 
open-ended interviews with 156 clinical nurses, the study found that feeling competent, 
being self-confident, receiving support from managers, and receiving higher nursing 
education were important factors for nurses in making effective clinical decisions. As 
the researchers just noted participants' statements without tape-recording the interviews, 
they might not be able to retain all that was said by the informants and could miss some 
important information, especially that gained from detailed and rapid descriptions 
(Bucknall, 2003), therefore the reliability of the data may be compromised. In addition, 
the sample size was very large, and the data analysis method used was not clearly 
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reported, so their findings might not be trustworthy. 
In summary, the above four studies exploring Chinese nurses' CDM mainly 
examined factors and teaching strategies for developing CDM skills. However, there is 
little thorough in-depth understanding about Chinese nurses' perspectives and 
experiences of how they make clinical decisions in their everyday nursing practice. 
Indeed, most of the other studies reviewed and discussed have been conducted in 
Western populations, and very few were undertaken in a Chinese context, highlighting 
the need for further research in this area. 
Summary of Literature Review 
In summary, the previous literature has identified important findings about nurses' 
CDM in their everyday practice and highlights attempts to uncover nurses' definition 
and experiences of CDM and investigate the factors influencing CDM. CDM is a 
complex interactive process which can be explained using different models or 
approaches. Different influencing factors may affect CDM, including knowledge, 
clinical experience and other important variables, and culture can be one important 
factor to be considered. The level of autonomy in nurses' CDM varies much in different 
countries. However, due to the complexity of nurses' understanding of CDM, there is 
not an in-depth and comprehensive explanation and understanding of CDM in nursing 
practice. 
In addition, there are few in-depth studies about nurses' CDM process and its 
major components, particularly in a Chinese context. As previous studies indicated 
traditional Chinese culture may play a role in nurses' CDM, and further exploratory 
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study is needed to understand more about how factors such as culture influence nurses' 
CDM in a Chinese population. In order to address this gap in the literature, the aim of 
this study was to explore Chinese nurses' perceptions and concept of CDM for their 




This chapter presents the method and design used in this study. First, the aims and 
objectives of the study are presented. Then, the study design and rationale for choosing 
the qualitative approach in this research are discussed. The sampling technique, data 
collection and data analysis methods and procedures, rigour of the data, and ethical 
considerations for this research are also described. 
Aims and Objectives of the Study 
The overall aim of this study was to explore Chinese baccalaureate-prepared 
nurses' perceptions of the concept of CDM. The objectives of the study were to: 
• Understand how Chinese baccalaureate-prepared nurses define CDM. 
• Explore nurses' experiences of making clinical decisions. 
• Identify factors influencing nurses' CDM. 
• Compare similarities and differences between the perceptions of clinical 
nurses and nurse educators. 
Research Design 
Essentially, the choice of study method depends on two issues, namely the nature 
of the research question or the purpose of the study, and how much has already been 
explored or is known about the research topic (Mimhall, 2007). These considerations, 
which served as the rationale for using the qualitative exploratory research method in 
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the present study, are outlined below. 
The nature of the research question is of great importance in determining the 
research design. Qualitative research questions have unique features, frequently 
exploring what an experience is like, and trying to illustrate a situation or comprehend 
an individual or event (Munhall, 2007). Since the purpose of the present study was to 
explore and gain in-depth knowledge about the nature of CDM for Chinese 
baccalaureate-prepared nurses, the research question was of an exploratory nature. 
Therefore, it would be more appropriately studied qualitatively by asking clinical 
decision makers to describe their own experiences and perceptions of CDM themselves 
without any researcher-imposed constraints or controls. 
A qualitative study method is also predominantly valuable when explaining a 
phenomenon, exploring reality or comprehending life from the emic viewpoint, which 
is the perception of the problem from the perspectives of informants in the context 
being studied (Vidich & Lyman，2000). In the present study, the emic perspective is that 
of the Chinese baccalaureate-prepared nurses, because the focus of and main informants 
to answer the research question are the clinical decision makers themselves, who can 
recall their personal experiences of CDM. 
Furthermore, Brink (1998) argued that a qualitative exploratory study should be 
chosen when a problem has been found which has not been examined before, or little 
literature exists on the topic, and also to search for new knowledge and new insights. 
For the present study, because there was very little information available in the literature 
about the concept of CDM among Chinese baccalaureate-prepared nurses and because 
of the complexity of CDM, a qualitative exploratory study method was chosen to 
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conduct an in-depth exploration. Indeed, the complexity and limited understanding of 
CDM support the selection of a qualitative exploratory research design to achieve the 
aims of the study. 
Setting and Sample 
The Setting 
This study was conducted at a teaching hospital and a school of nursing at a 
medical university in Tianjin, mainland China. The hospital concerned is a general 
hospital affiliated with a medical university, with 700 registered nurses, 1100 beds and 
35 clinical departments including medicine, surgery, gynaecology and obstetrics, 
paediatrics and traditional Chinese medicine. Nursing services are provided on a 24-
hour basis, with three eight-hour shifts. A total of 70 (10%) of the registered nurses had 
obtained an undergraduate nursing degree, and 3 (0.4 %) also had a master's degree or 
above. The remaining 90% had a nursing diploma. 
The school of nursing of the medical university provides a five-year 
undergraduate nursing programme from which the nurse educators were recruited. The 
nursing school, which had 40 staff during the study period, was established, and set up 
the earliest baccalaureate nursing programme in China, in 1983. This programme has a 
four-year course component and one-year clinical practice towards a bachelor's degree, 
with between 100 and 120 students in each intake, giving a total of approximately 600 
students in the school each year. The main areas of teaching in the school include 
fiindamental nursing, medical nursing, surgical nursing, gynaecological and obstetric 
nursing, gerontological nursing, paediatric nursing and community nursing. The nursing 
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students conduct their clinical practice predominantly in teaching hospitals in the last 
year of the nursing programme, in which an important component is working with 
medical staff for six weeks and involves history taking, physical assessment, making 
medical diagnosis and treatment plan. This working experience enables the students to 
have more understanding about the difference between nursing diagnosis and medical 
diagnosis, the different scope of practice of the two professionals, and the nurse-doctor 
relationship in workplace. 
The Informants 
In order to enhance the understanding of CDM, the informants consisted of both 
clinical nurses and nurse educators to compare the similarities and differences between 
their perceptions of the concept of CDM. As suggested by Safman and Sobal (2004), a 
convenience sample of 20 nurses was recruited: 10 baccalaureate-prepared nurses and 
10 nurse educators. Three inclusion criteria were identified for recruitment: (a) having 
completed bachelor of nursing education, (b) working full-time, with more than one 
year of working experience in the current ward or in the school of nursing, and (c) being 
willing to share their experiences and perceptions of CDM in daily practice. According 
to Benner (1984)，the nurses with less than one year experience are at the novice stage, 
therefore only the nurses with more than one year of working experience were eligible 
to be recruited as the participants. 
Safman and Sobal (2004) suggested a sample size of between 20 and 30 for a 
study using the qualitative interview for data extensiveness. In addition, in a qualitative 
study, there should be an adequate amount of data to generate a thorough understanding 
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of the study phenomenon, and achieve data saturation (Morse & Richards, 2002). Data 
saturation has been defined as no new information about the participants' experiences or 
perceptions of CDM emerging during the interview process (Morse, 1995). The 20 
participants provided very rich and extensive data during the interviews which lasted 
between 60 and 100 minutes. Such richness in the data indicates the adequacy and 
appropriateness of the data, and therefore will contribute to data saturation (Morse, 
2000). However, due to the nature of data collection and analysis, data saturation was 
not achieved, and this is discussed in the limitations section of the study (Please refer to 
page 102). 
Once access was granted by the president of the hospital and the director of the 
school of nursing under study, the names and departments of all the 36 registered nurses 
available for the study, and the names of all the 14 nurse educators fulfilling the first 
two criteria were given by the head nurse and the director. In view of the fact that only 
36 nurses were available during the data collection period of the study, a decision was 
made to recruit informants from different nursing specialties, in order to access an 
adequate variety of informants and thus cover a full range of variations in the 
phenomenon (Sandelowski, 1995a). The researcher identified one or two nurses from 
each area of clinical specialty and 10 nurse educators from the school and approached 
them individually. They were informed of the purpose and procedure of the study and 
invited to participate. The first 10 informants in each group approached were all willing 
to participate with no refusals. 
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Data Collection Procedures 
The predominant method of data collection in qualitative research is the semi-
structured interview (Morse & Richard，2002). Methods of data collection used in this 
study included face-to-face semi-structured interview, field notes and socio-
demographic data sheets. The quality of the research project depends greatly on the 
researcher's ability to acquire information (Morse & Richard，2002). In order to 
understand the informants' experiences and perceptions of the topic under study, data 
were collected by an in-depth open-ended interview with each participant. 
Interview Guide 
An open-ended interview guide was developed by the researcher based on the 
study aim and objectives, and with reference to earlier research on similar topics 
(Burman, et al., 2002; Goransson et al•，2008; Jenks, 1993; Manias et al., 2004) in an 
effort to ensure data consistency and the appropriateness of the questions asked (See 
Appendix 2 for an interview guide). The topics covered and the clarity of the questions 
listed in the guide were also discussed with the supervisors. The interview guide was 
then translated into Chinese, and included questions on the socio-demographic 
characteristics of the informants. A list of open-ended broad topic areas such as ‘What is 
CDM?' and 'What are your experiences of making clinical decisions in working with 
the patients?' was finalised. These topics were used to guide the interview, encourage 
conversations without leading only to 'yes' or ‘no，responses, and ensure that all areas 
of interest could be covered (Kvale, 1996). To ensure active inquiry and successful data 
collection, the interview probes or probing questions, which often guided the nurses to 
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focus on the topic and asked them to explain their earlier answers in detail; for example, 
'Would you tell me more about the clinical decisions that you made in the experience 
that you have just mentioned?' or 'After you had made a judgment about the patient's 
health problem, what happened then?' were used to elicit more in-depth information 
about the participants' perceptions of the concept of CDM and to verify what they had 
said. Indeed, the researcher was also alert to when the informants started giving 'yes' or 
‘no，responses, which would not provide much information for data analysis. 'Yes' or 
‘no，responses prompted the researcher to probe further with questions such as, 'Please 
tell me more about This ensured that the information needed for further in-depth 
exploration was provided, and that the interview was more fruitfiil (Berg, 2007). In 
addition, the researcher appropriately used probes in a neutral manner to elicit more 
useful or detailed information from the nurses and ensure the richness and quality of the 
interview data collected. 
Data Collection Method 
Data collection methods used in this study included face-to-face semi-structured 
interview, field notes and socio-demographic data sheet. After obtaining ethical 
approval to conduct the present study from the Survey and Behavioral Ethics 
Committee of The Chinese University of Hong Kong and permission to collect data 
from the hospital's and the school's administrators, the interviews were conducted with 
participants after work. These took place in a quiet room located in the hospital or the 
nursing school where privacy was provided for the participants to openly share their 
experiences and perceptions. The interviews lasted between 60 and 110 minutes, with 
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the majority lasting approximately 1 hour 20 minutes. The interviews were audio taped 
with the informants' consent and transcribed verbatim. Starting with an explanation of 
the purpose of the study and interview process, the researcher then began to collect the 
socio-demographic characteristics of the informant. After that, the focus of the 
interview was to gather data that might contribute to an understanding of a 
baccalaureate-prepared nurse's perceptions about CDM. Data collection was carried out 
over two months from November to December 2007. 
Based on the interview guide, the researcher started with some general questions iiiif 
or topics and allowed the nurses to tell their stories about CDM in a narrative fashion, in 丨》 
. 丨丨 iil 
order to gain a comparatively broad and comprehensive view of the participant's patient 丨 f 
•fi'l 
care and decision-making experiences. In order to keep the informants on the research •,： 
topic, the researcher sometimes interrupted when they moved away from the subject 'j' 
(Kvale, 1996). V 
The interview was informal and conversational in nature in order to allow the ' 
participants to talk freely about their experiences and to describe their own views as ::: 
fully as possible. The researcher listened attentively and enthusiastically, followed the 
participants' descriptions carefully, and was sensitive to their answers. The researcher 
also kept track of the story through briefly writing down field notes about the major 
topics under discussion on a sheet of paper from time to time, and avoided giving 
judgmental reactions. The researcher also followed up some unclear points or issues 
needing clarification or elaboration by the informants, and asked them more about the 
details if not fully understanding the meaning of their responses (Rubin & Rubin，2005). 
In these ways, the use of probing allowed the researcher to gain detailed and in-depth 
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information contributing to data saturation. 
In addition, field notes (Appendix 3) were collected. Information included the 
date and time of the interview, as well as non-verbal messages from the informant, such 
as feelings expressed, the characteristics of the interview venue, and the thoughts and 
ideas of the researcher regarding the interview and the informant. 
Data Analysis 
Data in the present qualitative exploratory study were analyzed using content 
analysis, which is defined as 'a research technique for making replicable and valid 
inferences from texts (or other meaningful matter) to the contexts of their use， 
(Krippendorff, 2004，p. 18). 
Data Preparation 
Prior to content analysis，the data was transcribed in Chinese from the audiotapes 
of the interview on to computer to provide a written narrative text. In order to be very 
familiar with the data, the researcher listened carefully to the whole set of recordings 
again as earlier as possible after the interview. Subsequently, the tape was transcribed, 
typed and stored in a computer file. The interview data were precisely and objectively 
transcribed word by word from the interview, and nothing was rephrased, altered, 
omitted or explicated. Expressions, such as laughter, crying and silence which implied 
the emotional part of the informants' experiences were also included in the transcript 
(Kvale, 1996). The transcription was then examined against the tape for precision, and 
revised if necessary. The first two interview transcripts were translated into English by 
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the researcher for data analysis under the instruction of her supervisors. The 
appropriateness of the transcription work and the interview technique were also 
discussed with the supervisors. 
Content Analysis 
Verbatim transcripts of the in-depth interviews were analyzed using content 
analysis, the basis of which is to deeply and comprehensively understand the data from 
the informants' points of view (Miles & Huberman，1994). During the initial stage of 
data analysis, the researcher underlined the key phrases in the text, and used the copy 
and pasting to highlight a list of phrases and words on a separate sheet of paper, which 
were important for the objectives of the study. Next, the key phrases and words were 
grouped into similar ideas according to commonality of meaning, which had relevance 
to the research question. Then, the researcher sorted and classified these groups of data 
to develop and finalize the categories and subcategories, which were mutually exclusive, 
explicit and accurate without overlapping (Miles & Huberman，1994). The first two 
interview transcripts were analyzed by the researcher and discussed with her 
supervisors after cross-checking with the co-supervisor what had been done to clarify 
the unclear points and any differences identified (See Appendix 4 for a sample transcript 
of the first four pages of one interview. Appendix 5 presents an illustration of the 
development of the category 'understanding of CDM'.). 
During the data analysis process, the researcher established a data filing system 
(See Appendix 6 for a table listing one category and its subcategories with code 
numbers identified from each of the 10 clinical nurses.). It is important to set up a data 
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management system in which all the verbatim data regarding each category are listed 
and put together clearly to facilitate easy retrieval of data from the original data source 
(interview transcript) when data review is needed (Morse, 1994a). The researcher then 
further validated the understanding about each interview that the categorical exploration 
had provided by going back to the materials with the categories and sub-categories in 
mind to see if the materials really did fit, and then refining them as necessary. 
The final step in the process was to undertake further analysis of the data set 
using a subgroup analysis of the findings from all the participants, to compare and 
understand the similarities and differences of the categories and subcategories identified 
between the two subgroups of informants, namely the clinical nurses and nurse 
educators, and thus to contribute to an understanding of the perceptions of CDM among 
the two groups of participants. With the final list of categories and subcategories, the 
researcher provided an integrated interpretation and explanation of the entire body of 
data to illustrate the findings (Krippendorff, 2004). 
• • • 
Rigour of Data 
In order to make sure that the findings of the qualitative study reflect the true 
state of human experience, the concepts of validity and reliability were used to assess 
the quality of the data in the present study (Brink, 1991). These two aspects are 
discussed below to demonstrate the strategies employed by the researcher in the present 
study to meet such standards. 
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Validity 
Validity refers to the extent to which the research findings represent reality (Miles 
& Huberman，1994). Several strategies were used to ensure that the data and the 
analysis gave a true reflection of the participants' views of CDM. Firstly, the interviews 
were conducted in the informants' office room where privacy was provided for them to 
openly share their perceptions of making clinical decisions for their patients. The 
participants were also informed that they could talk freely about their experiences, there 
being no right or wrong answers to the questions, and were assured of confidentiality 
regarding the information that they provided. 
Secondly, the researcher made a conscious effort to eliminate preconceived bias 
about CDM in clinical practice and therefore entered the field with an open mind rather 
than being judgmental (Morse, 1994b). 
Thirdly, the researcher did not indicate or impose her own views and 
preconceptions about the study topic by telling the informant or giving judgmental 
reactions to his/her responses during the interview. 
Fourthly, the truth of the data and their interpretation were checked by the 
researcher through data analysis. To objectively analyze the data, via discussion with the 
supervisors, the researcher examined and withheld her own perceptions or personal 
assumptions regarding the study phenomenon, in order to make a conscious effort to 
eliminate preconceived bias and interference regarding the content analysis. 
Fifthly, the first two interview transcripts were analyzed by the researcher and 
discussed with her supervisors after cross-checking with the co-supervisor what had 
been done to clarify the problems and differences identified. Also, in order to validate 
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thoughts and insights throughout the data collection, the researcher discussed with the 
supervisors at frequent intervals the interview techniques and questions raised from the 
data collection and initial analysis. 
Finally, sufficient data has been presented in the report for readers to judge for 
themselves whether the interpretation was adequately supported by the data (Mays & 
Pope, 2000). 
Although the member checking technique of taking data and interpretation back 
to the participants has been commonly used to enhance validity (Lincoln & Guba，1985), 
some researchers (Mays & Pope, 2000; Morse, 1998) point out its limitation and argue 
that the product of qualitative research is a synthesis and conceptualization of multiple 
informants' perspectives, which will, inevitably, be different from the description of the 
individual experience or perception provided by a single informant. Therefore, in this 
study, the results of the understanding of the concept of CDM were not taken back to 
the informants for verification. 
Reliability 
Reliability is related to the consistency, stability and repeatability of the 
informants' descriptions, and the researcher's ability to collect the information 
accurately (Brink, 1991). To ensure the reliability, all the interviews were conducted 
using the interview guide so that consistency in asking the same questions and the level 
of probing of different participants was ensured, as well as by the researcher only. 
Audiotaping of the interviews also allowed a complete and accurate record of the 
participants' responses to the interview questions and avoided missing the important 
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data. Field notes were also taken to track the non-verbal messages and behaviours of the 
informants to facilitate interpretation of the data. 
Pilot Study 
The researcher conducted a pilot study prior to the main study in order to assess 
the feasibility of the data collection method, in particular, with regard to interview 
techniques and procedures, and to refine interview questions. One baccalaureate -
prepared nurse and one nurse educator were recruited for the pilot study and each ,t|| 
interviewed for about one hour. The interviews allowed the nurses to talk about their 
d 
experiences and perceptions regarding CDM, and were audiotaped and transcribed. The •； 
-Vi 
I 
experiences of this pilot study provided important insights into the main study in terms 二 1 
of the data collection method. The pilot study showed that the informants felt that the j j 
> 
interview questions were clear, and easily understood and answered. Although the � 
interview took around one hour, the informants did not feel that this was too long. In t 
addition, the Chinese term ‘决策，in the interview questions was revised to ‘决定，as a ：•}, 
more appropriate translation of the English term 'decision making' after the pilot study, 
following suggestions by the informants in their feedback. 
Ethical Considerations 
Ethical approval to conduct the study was obtained from the Survey and 
Behavioral Ethics Committee of The Chinese University of Hong Kong (Appendix 7). 
Access to conduct the study in the teaching hospital and the nursing school was also 
granted by the hospital's and the school's administrators in mainland China after 
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examination and discussion of the purpose and procedure of the study (Appendices 8 
and 9). The teaching hospital and the nursing school were assured that their names and 
those of their staff would not be identifiable in any research report or document. 
All participants were given a full explanation of the purpose and procedure of the 
study and voluntary nature of their participation by the researcher, along with an 
information sheet (Appendices 10 and 11). Assurance regarding anonymity and the right 
to withdraw at any point in the research was also given. The researcher obtained written 
consent from each participant (See Appendices 12 and 13 for the consent form), and 
then an appointment was made for the interview. 
In addition, other issues regarding the principles of justice and protection of 
human rights were explained in clear, simple and specific terms: 
• Participation was strictly voluntary and would in no way affect the participants' 
work. 
• Confidentiality of study information was also assured by using an identity code 
in all written records such as the interview transcripts and research reports. 
There was no way by which a participant could be associated with any 
particular aspect of clinical practice in the hospital. 
• Participants could refuse to answer any question(s) and/or request that the 
interview be terminated at any time. 
參 Participants could ask questions and discuss their concerns about the study 
with the investigator at any time. 
The signed consent forms, together with the audiotapes, the transcribed interview 
scripts and the participant list were stored in a locked cabinet with access restricted to 
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FINDINGS AND DISCUSSION 
Introduction 
Given that the processes of analysis and interpretation of data are difficult to 
separate in a qualitative study, in which an analytical structure is often the basis for an 
interpretation (Sandelowski, 1995b), the findings and discussion will be presented 
concurrently. In this chapter, a summary of the socio-demographic characteristics of the 
participants is presented. Next, the findings on the seven major categories identified 
from the participants are reported. Finally, similarities and differences in the findings 
identified between the clinical nurses and nurse educators are discussed to contribute to 
a greater understanding of their concept of CDM. 
Socio-demographic Characteristics of Informants 
The socio-demographic characteristics of the nurses and nurse educators are 
summarized in Table 1. The gender composition of registered nurses in China in 2005 
was that male RNs accounted for 1.7%, and female RNs accounted for 98.3% (Ministry 
of Health, 2008a); therefore, the 20 informants were all female. The 10 Chinese 
registered nurses interviewed had obtained a baccalaureate nursing degree at a medical 
university of the city of Tianjin, China. Their ages ranged from 25 to 36 years 
(median=28), and their years of clinical experience ranged from 2 to 13 years 
(median=5), working in three clinical specialty areas, namely medical (n=4), surgical 
(n=5) and ICU (n=l) nursing. 
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Six of the 10 Chinese nurse educators had obtained a baccalaureate nursing 
degree and four had obtained a master of nursing degree. Their age ranged from 26 to 
43 years (median=32), and their years of post-registration experience ranged from 3 to 
20 years (median=9). They were involved in various areas of teaching in the bachelor of 
nursing programme (see Table 1). 
Table 1 Socio-Demographic Characteristics of the Participants 
Registered Nurses (n=10) Nurse Educators (n=10) 
Gender Female Female 
Age Range: 25-36 Range: 26-43 
25-28 7 26-29 6 
29-36 3 30-43 4 
Years of Range: 2-13 Range: 3-20 
Experience Below 3 6 Below 10 7 
4 or above 4 10 or above 3 
Educational Bachelor's degree 10 Bachelor's degree 6 
Level Master's degree 4 
Clinical Surgical nursing 5 Surgical nursing 3 
Specialty/ Medical nursing 4 Medical nursing 3 
Major Area ICU 1 Gerontological nursing 2 
of Teaching Fundamentals of nursing 2 
Categories Identified from Content Analysis 
Using content analysis seven main categories were identified from the interview 
data and field notes: 1) understanding of CDM; 2) a participatory process; 3) autonomy 
in CDM; 4) attributes required in CDM; 5) role of knowledge in CDM; 6) contributions 
of clinical experiences to CDM; and 7) workplace environment (See Table 2). 
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Table 2 Seven Categories from Data Analysis 
Category Subcategory 
Understanding of CDM 1) Understanding about patient's health condition 
2) Making nursing judgment 
3) Taking intervention 
4) Problem solving 
A Participatory Process 1) Involving the patient 
2) Role of the family 
3) Involvement of other staff 
Autonomy in CDM 1) Depending on doctor's instruction 
2) Making judgment about doctor's order 
3) Making decisions independently in emergency 
4) Making decisions within scope of nursing practice 
Attributes Required in 1) Effective communication skill 
CDM 2) Use of critical thinking 
Role of Knowledge in 1) Facilitating nurses to solve patient's health problems 
CDM 2) Facilitating nurses to make efficient and accurate judgment 
Contributions of 1) Using clinical experiences to identify patients' problems 
Clinical Experiences to 2) Helping nurses solve patient's problems effectively 
CDM 3) Making judgment efficiently and effectively 
4) Use of previous clinical experiences in clinical decision for 
intervention 
Workplace 1) Workload 
Environment 2) Workplace atmosphere 
Understanding of Clinical Decision Making 
The first category identified was nurses' understanding of CDM. Four 
subcategories emerged from the data: understanding about patient's health condition, 
making nursing judgment, taking intervention, and problem solving. 
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Understanding about Patient, s Health Condition 
All participants reported that nurses had to understand clearly and fiilly the 
patient's situation in order to effectively make decisions about the patient's problems. 
This was illustrated by a nurse saying, 
Patients ‘ health situations are the resources and basis for our judgment, 
because most of the patients ‘ health information comes from the patients 
themselves, for instance, symptoms and signs...and are also communicated 
between patients and us …our clinical judgment is based on all of these 
information, and is about the patient's health situation. (Fl: 53-56) 
This subcategory highlighted the importance of an understanding of the patient's 
health condition in CDM. Similarly, the findings in the study by Minick and Harvey 
(2003) showed that the medical-surgical nurses in the United States (US) assessed and 
observed patients' health conditions in order to accurately recognise their problems and 
make effective clinical judgments. Twycross and Fowls (2006) also reported that 
pediatric nurses in the UK collected patients' information in order to make judgment 
about their health problem. These findings indicate that when making accurate clinical 
decisions about patients' problems, nurses need to acquire an in-depth and 
comprehensive understanding about patients' health conditions and their current health 
needs. 
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Making Nursing Judgment 
All participants reported that they made nursing judgments about the patients' 
problems and their possible causes in CDM process. This was illustrated by the 
following verbatim data, 
A patient had a fever; I thought it was caused by pulmonary infection. Firstly, 
he was admitted due to pulmonary infection …so surgical infection, wound 
infection, was ruled out...he also had no other diseases resulting in fever, like TB, 
so I ruled out the possible occurrence of these diseases... my judgment was that 
the fever resultedfrom pulmonary infection. (G3: 127-128; 132-133). 
When making judgments, we need to rule out the possibilities one by 
one...making nursing judgments depends on ruling out possibilities...at the 
beginning, we figure out several alternatives, then rule them out one by one until 
we get the correct one... Without ruling out possibilities, it is not possible to make 
correct judgments. (F8: 186-191) 
The informants made nursing judgments during the CDM process. Similar 
findings were demonstrated in Ellis' (1997) study, which showed that nurses in the US 
used a ruling out process to determine what patients' problems existed and their causes 
when making clinical decisions. Burman et al. (2002) and Goransson et al. (2008) also 
demonstrated that nurse practitioners in the US and emergency nurses in Sweden, 
respectively, collected patients' information, thought about a few possible explanations, 
tested and differentiated them, and then made a final judgment about the patients' 
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conditions in CDM process. Both Offredy (1998) and Goransson et al. (2008) indicated 
that making judgments about patients' problems was a critical activity in CDM. 
The nurses in this study and their Western counterparts seemed to use the 
hypothetico-deductive reasoning process as proposed by the analytical decision-making 
model (Camevali, 1984). In the reasoning process, the nurses searched for and collected 
the patient's information. Based on the patient's clinical signs and symptoms, the nurses 
generated different hypotheses regarding the possible explanations for their health 
I-''* 
problem. They then used the patient's data to test the general hypotheses one by one to | 
• y 
see whether they fitted the specific situation of the patient, and ruled out the impossible t 
；i 
ones; and, finally, they reached the appropriate decision about the patient's problem. In 丄 
•1 
A 
addition, making judgments on the patient's health problem was also considered one 
1 





Taking Intervention . 
All nurses indicated that they needed to determine and implement appropriate '；| 
courses of action based on their judgments about the patient's problems in order to ‘ 
actually solve those problems. This is illustrated by the following comments, 
After making a decision about patients ‘ problems, nurses will implement 
nursing interventions according to patients ’ problems ...they make decisions about 
the actions required, then provide appropriate interventions accordingly, to solve 
the problems. (F6: 14-17) 
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These findings are similar to those of Ellis (1997) and Burman et al. (2002), who 
reported that nurses in the US made choices about interventions in order to solve 
patients' problems in CDM process. In Taylor's (2006) study, it was also indicated that 
taking interventions was fundamental to UK nurses' decisions. These findings indicated 
that immediately after making decisions about patients' problems, nurses had to 
determine and carry out appropriate interventions for the purpose of solving patients， 
problems, rather than just stopping and putting their decisions aside, or ignoring 
patients' problems and leaving them unsolved. 
Problem Solving 
Most nurses viewed CDM as a problem-solving activity for their patients. This is 
illustrated by what the nurse said, 
CDM is that based on the patient's problems, we make decisions, and then 
take appropriate intervention to solve the problems ...we need to make decisions 
about the patient's problems, and about how to solve his/her problems. (F6: 17, 
137-141) 
These results highlight that the main purpose of CDM as perceived by nurses is to 
solve the patient's health problems during his/her hospital stay. It seems that CDM is 
closely related to problem-solving, which is described as a process from identifying a 
patient's problem through to making a decision for alleviating or solving that problem 
(Taylor, 2000). 
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The findings in this category showed that nurses also used terms interchangeably, 
and demonstrated the complexity of the concept of CDM in nursing. In the literature, 
the definition of CDM is also complex due to the different terms interchangeably used, 
namely clinical judgment, problem solving, and CDM. They describe almost the similar 
cognitive activities involved in making choices about patients，clinical problems and 
care options to solve those problems (Benner et al., 1996; Lee et al., 2006; Tanner, 
2006). However, clinical judgment is 'assessing alternatives', while CDM is one more 
step forward, that is, 'choosing between alternatives' (Rashotte & Camevale，2004). 
CDM also involves problem solving (Taylor, 2000). Therefore, CDM can be viewed as 
a complex process involving both clinical judgment (Lee et al., 2006) and problem 
solving on individual patient's health problem following nursing assessment and 
choosing from the alternatives (Catolico et al., 1996). In addition, nurses appeared to 
use an analytical approach to make clinical decisions, which involved collecting the 
patients' information, generating different hypotheses regarding the possible 
explanations for patients' problems, testing the hypotheses, and finally making an 
appropriate choice. 
A Participatory Process 
The second category developed from the data was that of being a participatory 
process, which was related to how different people were involved in CDM. There were 
three subcategories: involving the patient, role of the family, and involvement of other 
staff. 
60 
Involving the Patient 
All participants reported the importance of patients' involvement in nurses' CDM 
process, in which nurses could only identify patients' health problems from the patients' 
own symptom manifestations, verbal complaints and experiences of needs. This is 
illustrated by the following comments, 
In CDM, a conscious patient may tell you what his problem is …may provide 
some information, for instance, that he is uncomfortable, or that he has a 
stomachache...he communicates with you, and gives you a lot of information for 
identifying the problem. (F3: 131-135) 
The involvement of patients in CDM was considered very important as only the 
patients themselves could provide essential information about their own health 
condition, from which, the nurses gained a better understanding of their patients' health 
conditions and could make subsequent judgements and decisions about appropriate 
interventions. Chung (2005) in Hong Kong also reported that the information given by 
the patients was very important for the emergency nurses' CDM in triage practice, 
based on which they can make appropriate decisions to assign a triage category. Offredy 
(1998) reported that the patients told the nurses what was wrong with them, and it was 
on this basis that the UK nurse practitioners started to develop early thoughts about the 
patient's problems. Several strategies could be used by the nurses to facilitate such 
information giving by the patients in order to get the most important essential 
information from them; for example, allowing the patient to openly describe the 
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problem from his/her point of view, asking question one by one, and rephrasing or 
repeatedly asking the question if the patient's answer was not adequate or clear. 
Role of the Family 
Most nurses stated that the information about the patients' situation on which they 
based clinical decisions came through the patients' family members. This is illustrated 
by the following comments, 
Family members may tell me about the patient's condition and 
symptoms... especially for an unconscious patient, they play very important roles. 
(G3: 260-271) 
The role of the family in CDM was also identified in Minick and Harvey's (2003) 
study on medical-surgical nurses in the US, and in Bucknall's (2003) study on critical 
care nurses in Australia. They reported that the information offered by family members 
could help nurses identify the patients' problems or early changes in the patient's 
condition, especially when they had not cared for the patient before, since the 
information was about the patient's typical or usual behaviour. The CDM was also 
strongly influenced by the interpersonal relationships between nurses and family 
members, especially when the patients were not able to communicate with nurses, 
because the family members could give information about the patient's personal 
preferences or subtle changes in their health condition. These findings highlight that 
family members can play an important role in providing rich, clear and reliable 
information about patients' personal particulars and health conditions needed for 
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nurses' CDM, a role which is established on a close relationship between patients and 
their family members, particularly when the patient has a low level of consciousness, or 
whenever it is difficult to get information from the patient. 
Involvement of Other Staff 
All participants reported that other staff were involved in their CDM. The nurses 
agreed that having a good relationship with doctors was helpful when making clinical 
decisions. The nurses said. 
If the interpersonal relationship with the doctor is very harmonious and 
better...this will help our judgments to be more accurate..., since we may get 
more information about the patient from the doctor. (G9: 347-359) 
A good doctor should trust the decisions made and problems identified by 
nurses ...they cooperate with nurses, then good health care can he provided. 
Otherwise, if the patient really has problems, this will negatively influence his 
treatment and care. Also next time when finding some problems, the nurse may 
wonder whether she is making wrong decisions again. (F8: 473-483) 
The nurses also reported that they consulted experienced nursing colleagues when 
encountering difficulties in CDM; for example, a nurse said, 
When I had just started to work I did not know how to make decisions and 
often asked other senior nurses what to do...for instance, if the patient suddenly 
lost consciousness, I didn 't know what decision I should make, did I need to 




infusion?...at that moment, the experienced colleague would tell me what to do. 
(G3: 219-232) 
Additionally, other health care personnel, such as laboratory technicians, were 
also reported by the educators as being involved in CDM. They were perceived to help 
with providing important information for CDM. This can be reflected in what a nurse 
said, 
When making judgments about patients ‘ nutrition, we need the help of 
\ 
f laboratory tests, for instance, showing malnutrition, or lack of certain 
nutrition... so the technical personnel are also involved in CDM. (Fl: 428-433) 
I 
！ 
The informants particularly described the participation of doctors in CDM. 
Similarly, Jenks (1993) in the US found that good relationships between nurses and 
doctors facilitated the CDM process when a doctor's input was necessary. In addition, 
doctors trusting nurses' judgments and taking them seriously could positively support 
their CDM and ensure the timely management of patients' problems. In this study, the 
doctor's input of information about the patient's health condition also helped nurses 
with their CDM. However, the findings regarding the doctors' influence on nurses' 
CDM autonomy will be presented and discussed in the next category. 
The nurses reported that they consulted experienced nursing colleagues when 
making difficult decisions. This supports the findings in the study by Currey and Botti 
(2006) in Australia, which indicated that the experienced nurses helped the 
inexperienced nurses to effectively detect and make judgments about patients' problems 
and choose appropriate interventions. These findings highlight the importance of the 
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involvement of nursing colleagues in helping each clinical nurse make the most 
appropriate clinical decision for the patient. Involvement of other health care personnel 
was also reported in Burman et al.'s (2002) study in the US, in which nurse 
practitioners consulted the pharmacists and physician assistants to make clinical 
decisions. These findings suggested that the nurses' CDM process also needs the 
involvement of other health care professionals, whose inputs and contributions can 
facilitate nurses to make more effective clinical decisions. 
The findings in this category suggest that CDM is a participatory process related 
to patients and their families, nursing colleagues, doctors, and other health care 
professionals, who play different roles when participating in CDM process. This also 
highlighted the complexity of CDM in nursing. Clinical decisions might not be made by 
nurses on their own without contributions from other people involved as a team. It 
appeared that CDM was a shared activity involving the interaction between nurses and 
more than one clinician, in that the nurses consulted or got input from others rather than 
made decisions alone. Other people involved may have the particular contribution 
needed for that particular patient situation, reflecting the collaborative nature of CDM 
in nursing practice. (Thompson & Dowding，2002) 
Autonomy in Clinical Decision Making 
The third category identified from the data was autonomy in CDM, and four 
subcategories were developed: depending on doctor's instruction; making judgment 
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about doctor's order; making decisions independently in emergency; and making 
decisions within scope of nursing practice. 
Depending on Doctor's Instruction 
Most of the participants reported that they informed the doctor about a patient's 
problems to ask for the doctor's instructions regarding their actions, and emphasized the 
importance of closely following the doctor's orders in the CDM process. The nurse said, 
Doctors give the orders, and nurses implement them...to rescue the patient, 
you also need to follow the doctor's orders, do what doctors ask you to do...all 
nurses need to follow doctors ‘ orders, this is an important principle. (G9: 256-
259; 292) 
Another nurse pointed out that a few interventions within the nursing domain also 
need to be implemented with a medical prescription. 
Many things, especially in mainland China, must be done following doctors ‘ 
orders. Nursing interventions, for instance, oral care...I cannot directly make 
decisions about performing oral care, which should be prescribed by a doctor, so 
I need to suggest it to the doctor, then the doctor gives the order, and I take the 
intervention...so although these are nursing interventions, they also should be 
implemented following the doctor 's orders. (Fl: 420-425) 
These findings demonstrated that the nurses had little autonomy in CDM for 
patient care and depended a great deal on doctors' orders; they either informed the 
doctor about patients' problems, or only implemented treatment and care according to 
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doctors' instructions. The results were similar to those in Papathanassoglou et al.'s 
(2005) study, indicating the lower autonomy in CDM among Greek critical care nurses, 
which might result from the medical dominated and task-oriented care in ICUs. 
Interestingly, Bakalis et al.'s (2003) cross-cultural study found that English nurses had 
greater autonomy and therefore made more clinical decisions than their Greek 
counterparts The researchers argued that there were differences in the perceptions of 
nursing between people in the two countries. Traditionally, nurses in Greece are viewed 
as a dependent group, and expected to faithfiilly carry out and report back on doctors' 
orders, while in England, the nurse's role emphasizes individual professional 
responsibility and autonomous CDM. 
However, the results of this study were different from those found by other 
researchers in Australia and New Zealand (Carryer et al., 2007), the UK (Bradley & 
Nolan, 2007; Lewis-Evans & Jester，2004; Rodden, 2001; Stenner & Courtenay，2008) 
and the US (Cajulis & Fitzpatrick，2007; Kleinpell-Nowell, 1999; 2001). It was found 
that nurse practitioners in the US and Australia demonstrated a high level of 
independence, autonomy and responsibility in nursing practice. Consistently, nurse 
prescribers in the US and the UK reported that nurse prescribing had enhanced their 
autonomy, and enabled them to make autonomous decisions, become less dependent on 
doctors, and take responsibility for their prescribing decisions (Bradley & Nolan，2007; 
Kleinpell-Nowell, 2001). 
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Making Judgment about Doctor's Order 
In contrast to the subcategory of depending on doctor's instruction, a few 
informants raised the important concern about making judgments about the 
appropriateness of a doctor's order before implementing it. They made this judgment 
before implementing a doctor's order because they wanted to protect patients' safety 
and interests from being threatened by errors in a doctor's prescription, such as the 
wrong medication or an incorrect infusion rate. This is illustrated by the following 
comments of one nurse: 
When a doctor gives an order of intervention, you need to make a judgment, 
whether it is appropriate or correct, whether it has problems; if not, then you 
implement it...sometimes, the doctor may be careless and give the wrong order, 
and this can avoid mistakes or accidents, so you should make judgments about 
whether the order of medication is appropriate before implementing it. (G6: 13-
24) 
Another nurse stated that the nurses needed to make judgments about the 
appropriateness of a doctor's order to match with patient's condition and treatment 
needs, by saying, 
After the doctor gives an order, we need to evaluate whether it is appropriate, 
rather than implement it blindly. For instance, the IV rate for an elderly heart 
patient is 30-60 drops/m, and the rate ordered by this doctor was higher, so we 
noticed the problem and mentioned it to the doctor; he corrected it and 
appreciated us...so we need to make judgments about the order's influence and 
possible side-effects. (F2: 30-35; 48-49) 
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The issue of making judgments about a doctor's order before implementation was 
also raised by the nurses. Consistently, Cohen (1998) emphasized that the nurses should 
check and clarify drug orders before administering medication to avoid the potentially 
serious consequences of putting patients at risk. Cox (2000), Xue and Wu (2005)，and 
Li (2008) also suggested that it is essential for nurses to assess and check the safety of a 
medication order before implementing it, rather than strictly following incorrect orders 
as prescribed by the doctors. This finding demonstrated the nurses' conflicting ideas on 
CDM in terms of depending on a doctor's orders or making judgments about whether 
the doctor's order is correct. In order to ensure patient safety, it is important for nurses 
to recognize their essential responsibility to make independent decisions about the 
correctness and appropriateness of doctors' prescriptions prior to administration to their 
patients, or to timely correct them whenever necessary instead of blindly following a 
doctor's prescription. 
Making Decisions Independently in Emergency 
Most of the nurses also described their experiences of independent CDM in 
emergency care situations. They indicated that when they met urgent and life-
threatening situations of their patients, they would make independent decisions about 
immediate care and life-saving measures for them. The nurse said, 
In an urgent situation, a decision was made in advance without a doctor 's 
orders, otherwise the patient's life would have been threatened. So if the nurse is 
able to make a judgment, she can do this...we cannot mechanically wait to 
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implement a doctor's order, otherwise it would be too late. (Gl: 260-263; 299-
303) 
Consistently and interestingly, the nurses showed more autonomous CDM in 
emergency situations. It seems that they held saving the patient's life as the first priority 
since they are responsible for ‘rescuing the dying and healing the wounded' (Pang, 
2003), a duty which has also been regulated by the '1981 Rules of Conduct for 
Healthcare Personnel' and the ‘1988 Criteria for Medical Ethics' (Ministry of Health, 
1981; 1988). These two official documents regulate the role of all health care workers, 
for example, rescuing the dying and healing the wounded, having sympathy and respect 
for patients, serving the patients wholeheartedly, and working hard to improve 
knowledge, skill and services. These regulations are followed by all types of health care 
professionals in their practice and may also serve as the fundamental principles for 
nurses in CDM process in mainland China. 
Making Decisions within Scope of Nursing Practice 
However, four nurses stated that their CDM should be limited within that clinical 
work defined as nurses' duties and responsibilities. They said, 
When making decisions, what you can do should be within the scope of 
nursing practice, not beyond it …for instance, giving oxygen or warm water baths, 
or applying an ice bag for a fever patient; these are things that nurses can do. 
(G2: 95-102) 
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In terms of CDM in nursing, the decisions related to nursing care can be 
made by ourselves, but those related to medicine must be made by doctors. (F8: 
469-471) 
The informants emphasized that nurses needed to make decisions within the 
scope of their professional practice. Similarly, Bakalis and Watson (2005) reported that 
most of the nurses working in medical, surgical and critical care areas in Greece 
regularly made clinical decisions about direct patient care, which was considered to be 
within the scope of practice of the nursing profession, but few decisions were made in 
relation to medication administration. This finding reflected the informants' high 
awareness of performing nursing duties and care. It also highlighted that CDM would 
be influenced by the defined scope of nursing practice among the nurses in each clinical 
context. 
The findings from the studies in different countries suggest that the level of 
autonomy in CDM varied in different countries. This variation may indicate the 
potential role that social policy and culture have played in nurses' autonomy in CDM. 
For example, the nurses' role has been recognized as making independent nursing 
decisions and taking responsibility for their decisions and actions in the US (the 
National Council of State Boards of Nursing, 2006) as well as the UK (Nursing 
Midwifery Council, 2007)，which enhances the nurses' autonomy in professional 
practice. Meanwhile, the autonomous nature of nursing practice has also been 
highlighted by the International Council of Nurses (2004), who defined autonomous 
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care as one of the key nursing roles in which nurses are involved in independent CDM 
in clinical practice (2002). 
Several aspects reflect the fact that nurses in China have low autonomy in CDM, 
rather depending on doctors' orders. First, carrying out doctors' orders and assisting 
with treatment are the duties of nurses, as stated in the policy and regulation document 
‘Duties of Hospital Personnel' (Ministry of Health, 2008b), in that the nurses must 
correctly implement doctors' orders and help them to carry out various kinds of 
treatment and interventions. Second, according to Pang (2003) in her mixed quantitative 
and qualitative study exploring Chinese nurses' roles and responsibilities, the nurses 
also identified their own responsibilities as being good assistants to the doctors and 
respecting doctors' decisions (Pang, 2003). Third, public opinion, referred to as ‘a 
persistent, general orientation of society toward some individuals, groups or institutions 
which may or may not be based upon legitimate, correct or informed knowledge' 
(Hughes, 1980 p. 58)，might influence the image and autonomy of nurses in mainland 
China. Nurses are traditionally viewed by society in mainland China as assistants in 
hospitals and as handmaidens to doctors (Pang, 2003). Indeed, many people saw 
nursing as servants' work in traditional Chinese society, especially in the late nineteenth 
and early twentieth centuries. They believed that nursing involved helping doctors to 
implement their treatment, and that nurses should be the subordinates of doctors (Pang, 
Arthur, & Wong，2000; Wang, 1987, as cited in Wong & Pang，2000). 
Even now in China, these social prejudices are still prevalent, in that nursing care 
is still undervalued and regarded as the work of servants by lay people (Pang et al., 
2000; Wong & Pang，2000). The predominant old perspective of 'looking up to 
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medicine and looking down on nursing' is still profoundly rooted in Chinese people's 
minds (Pang et al., 2000). As a result, many Chinese nurses still suffer from low self-
esteem, largely because they do not gain the public respect that they deserve (Chen, 
2006). Therefore, the nurses demonstrated low autonomy in CDM, and could not 
function independently from doctors. These findings also reflect the fact that socio-
cultural beliefs about nursing in Chinese society seem to have an impact on nurses' 
autonomy in CDM as well as other actions in patient care (Pang et al., 2000). 
In addition, the clearly defined scope of nursing practice can also exert important 
impact on nurses' CDM autonomy. The national professional organizations have the 
responsibility of regulating the scope of nursing practice and nurses' roles, which 
should not only be consistent with those definitions of the International Council of 
Nurses, but also meet the health care needs in their countries (International Council of 
Nurses, 2004). For example, in the US, the National Council of State Boards of Nursing 
(2006) published the Scope and Standards of Nursing Practice, which specifies the 
principles and guidelines regarding nurses' roles and responsibilities as making 
independent nursing decisions, planning and implementing nursing interventions, and 
assuming responsibilities for their own decisions and actions，as well as facilitates 
nurses to become autonomous professionals. However, China's policies and regulations 
have given little clear definition or interpretation of the scope of nursing practice (Liu, 
2007; Wu, Shen, Liu, Song, 2004); even the most updated ones, such as 'Duties of 
Hospital Personnel，(Ministry of Health, 2008b), and 'Nurses Regulation' (State 
Council of China, 2008) have failed to bring clarity. 
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A clearly defined scope of nursing practice can authorize nurses to function in 
their roles and responsibilities as autonomous professionals (International Council of 
Nurses, 2005). However, this unclear definition of the scope of practice could have a 
negative impact on Chinese nurses' understanding about independence in their own 
areas of practice, and thus their CDM. This indicates a need to formulate guidelines or 
regulations on the scope of nursing practice in China, which can clarify a nurse's role as 
an autonomous practitioner and decision maker to make high quality and independent 
clinical decisions and care for his/her patients (Darley & Rumsey，1996; Redfem, 1997). 
Making clinical decisions independently and critically without following doctors' 
instructions is of great importance in nursing practice; in fact it is the prerequisite for 
enabling nurses to use their knowledge and skill, carry out their caring responsibilities, 
and effectively and efficiently respond to patients' problems to provide quality and 
patient-centred care (Stewart, Stansfield, & Tapp，2004; Wade, 1999). To be able to 
practice independently of other healthcare professionals can also help nurses to achieve 
full professional status (Wade, 1999). Meanwhile, the inter-disciplinary collaboration in < 
nurses' CDM is also very important, in which the nurses and the colleagues of other 
disciplines communicate and share the information, knowledge, and experiences with 
each other, work jointly and effectively, and have different professional contributions, 
in order to achieve the common goal of making effective clinical decisions to solve 
patients' problems and meet their needs (McCallin, 2001). 
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Attributes Required in Clinical Decision Making 
The fourth category identified from the data was that of the attributes required in 
CDM, Two subcategories were identified, including effective communication skill and 
use of critical thinking. 
Effective Communication Skill 
Half of the informants reported that effective communication skills are important 
•f 
and required in the CDM process. This is illustrated by the nurse's comments: j 
Communication skills with patients are very important in CDM. Firstly you 
need to make the patient trust you through communicating with him, then he will 
tell you the truth about his health condition, his problem, and then you can make 
correct judgments ...If he does not trust nurses, he may not give you true and j 
detailed information. (G4: 212-211) ！ 
I I 
j 
The finding of the importance of effective communication skills in CDM was i 
similar to that shown in the study by Cone and Murray (2002) on accident and 
emergency nurses in the US. Good communication skill was the major technique 
required by triage nurses who had to question patients appropriately at triage to acquire 
essential information and understand the patient's immediate health needs. Consistently, 
Sjostrom et al. (2000) also reported that when using communication skills in CDM on 
patient's postoperative pain, the critical care nurses in Sweden focused on not only the 
patients' verbal information about their pain, but also their nonverbal message or body 
language during communication, such as their painful appearance, in order to get the 
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true patient data to make accurate decisions. Meanwhile, Rejeh et al. (2009) suggested 
that limited nurse-patient interaction was a barrier for Iranian nurses' CDM for pain 
management, in which the nurses were not able to gain a comprehensive understanding 
about patients' condition and make effective clinical decisions The nurses in this study 
highlighted the importance of nurses' effective communication skill in CDM process. 
Therefore, the effective nurse-patient interaction can help nurses get sufficient 
information and reach an in-depth and better understanding about the whole picture of 
patients' health problem as well as their concerns and needs, and further make effective 
clinical decisions. 
Use of Critical Thinking 
Critical thinking ability was viewed as an important attribute by four nurses, one 
which could help them to make effective clinical decisions for patients' problems. This 
is illustrated by the following comments, 
The most important ability needed in CDM is critical thinking. Because 
patients have individual differences...the nature of their disease continuously 
changes, their physical and psychological conditions are in a pathological state 
and very complicated...so when problems develop, we need to integrate multiple 
factors to analyze the situation. Critical thinking ability is most essential (Gl: 
371-381) 
The finding that use of critical thinking is important in CDM is also consistent 
with the findings in Cone and Murray's (2002) study in the US, in which critical 
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thinking was identified as one of the cognitive characteristics required for triage nurses 
in an emergency setting. It was also found to be one of the most important components 
for triage practice. Their findings also suggested that critical thinking was essential and 
closely related to nurses' cognitive activity of 'purposefiil, self-regulatory judgment' in 
CDM process (Facione & Facione，1996). When nurses use critical thinking in their 
clinical practice, they clarify the meaning, examine the ideas, analyze and assess the 
arguments, generate the alternatives, reach the conclusions, justify the procedures and 
interpret the results, carry out the self-examination and self-correction to make and 
improve the quality of their judgment to achieve a goal (Facione & Facione, 1996), 
therefore, they will be likely to improve the accuracy of clinical decisions made for 
their patients (Luimey, 2003)，and solve their patients' problems more effectively 
(Facione, Facione, & Sanchez, 1994). As a result, nurses are required to think critically 
to make sound clinical decisions (Daly, 1998). 
The findings in this category demonstrated the important attributes required in 
CDM, i.e., effective communication skill and use of critical thinking, which can help 
nurses make effective clinical decisions for patients' problems. When communicating 
with the patients, the nurses can obtain the useful information about and clearly 
understand their health situation, behavior, as well as concerns and needs; meanwhile, 
critical thinking is also a needed skill, which enables the nurses to accurately assessing 
the patients and make effective clinical decisions for their problems (Zhang, Luk, 
Arthur, & Wong，2001). Therefore, effective communication skill and use of critical 
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thinking constitute the essential characteristics of nurses for effective CDM and meeting 
patients' needs. 
I Role of Knowledge in Clinical Decision Making 
i The fifth category identified was the role of knowledge in CDM, and the two i 
j subcategories identified within this category were facilitating nurses to solve patients' 
health problems and facilitating nurses to make efficient and accurate judgment. 
Facilitating Nurses to Solve Patient’ s Health Problems 
1 
A few nurses reported that knowledge gained from the baccalaureate nursing 
education and their continued learning after graduation can facilitate them to solve 
patients' health problems. For example, the nurse said, 
We mainly gained knowledge during the baccalaureate nursing 
programme ...we also gained knowledge through reading journals and books after 
graduation ...if I have all this knowledge, and understand more about the patient's 
situation, then it is very easy to solve the problem; if not, I may find it very 
difficult (G3: 378-379; 404-405; 439-441) 
Knowledge from the undergraduate nursing degree and continuous self-initiated 
learning after registration can facilitate nurses' problem solving in CDM process. The 
nurses emphasized that they were able to identify the patients' problems efficiently and 
solve them successfully with the support of the knowledge gained from the 
baccalaureate programme as well as various sources of knowledge after graduation such 
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as journals and books. Similarly, Tanabe and Buschmann (2000) in the US found that 
the emergency nurses identified lack of knowledge regarding pain management as one 
of the barriers to effectively solve the patients' problem of pain. Kihlgren et al. in 
Sweden (2005) also reported that the basic knowledge of disease could help the 
emergency nurses effectively manage patients' situation in order to solve their problems. 
The finding also indicated that continuing nursing education is very important for 
nurses to uphold their problem-solving abilities. It highlighted the importance of life-
long learning in gaining knowledge for making effective clinical decisions. The above 
findings indicated that it is imperative for nurses to have broad and updated knowledge, 
which can enable nurses to have more solutions for effectively managing patients' 
problems (Drummond, 1996). 
Facilitating Nurses to Make Efficient and Accurate Judgment 
All participants stated that knowledge could facilitate nurses to make more 
accurate clinical judgments. The nurse said, 
More knowledgeable nurses make more accurate and more comprehensive 
judgments, and provide more comprehensive and more effective 
intervention... More knowledgeable nurses can identify more problems from 
patient data; less knowledgeable nurses cannot make accurate judgments for 
patients' problems. (G9: 270-279) 
Similarly, Bucknall and Thomas (1997) reported that critical care nurses in 
Australia experienced difficulties in CDM due to their inadequate knowledge of their 
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specialty of critical care. According to Kihlgren et al. in Sweden (2005)，the emergency 
nurses also reported that having a good basic knowledge about various diseases can 
help them observe and comprehend the improvement or deterioration of patient's 
situation, in order to make effective clinical decisions. Mantzoukas and Jasper (2008) in 
the UK also found that the knowledge learned from school as well as journals and 
books provided the medical nurses evidence and rationale for their CDM process. The 
nurses in this study emphasized that they were able to efficiently identify the patients' 
problems and successfully solve them with the support of knowledge. These findings ! 
indicated that knowledge acquired by nurses can not only be used as a rationale for 1 
decisions and planning for intervention, but also enhance their competence and facilitate 
their CDM process. 
The findings in this category demonstrated the important role of knowledge in 
nurses' CDM. Knowledge stored in nurses' memory is a prerequisite for CDM, and 
retrieved when necessary (Bakalis, 2006). The nurses who have more comprehensive 
and broader knowledge will be able to have more in-depth understanding about 
patients' problems, and effectively make clinical decisions and solve patients' problems 
(Moore, 1996). Therefore, the nurses must have a sound and broad knowledge base to 
guide their CDM. 
Contributions of Clinical Experiences to Clinical Decision Making 
The sixth category that emerged from the findings was the contributions of 
clinical experiences to CDM, in which four subcategories were identified: using clinical 
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experiences to identify patients' problems, use of previous clinical experiences in 
clinical decision for intervention, helping nurses solve patient's problems effectively, 
and making judgment efficiently and effectively. 
Using Clinical Experiences to Identify Patients' Problems 
Almost half of the informants believed that clinical experience can help nurses to 
identify patients' problems. One nurse reported that they could timely identify the 
patient's problem based on their clinical experience in relation to similar situations and 
said, 
More experienced nurses have met with similar situations or problems 
before, so they can identify the patient's problem in time. (G9: 291-293) 
The nurses suggested that clinical experience was used to facilitate the 
identification of patients' health problems. This finding supported those in the study by 
Currey and Botti (2006) in Australia. They suggested that the experienced nurses 
identified patients' haemodynamic conditions more rapidly and timely than did less 
experienced nurses; on the other hand, less experienced nurses encountered difficulties 
when recognizing patients' problems. Similarly, in Andersson et al.'s (2006) study in 
Sweden, emergency care nurses used previous extensive experience of working in the 
emergency department, which made the nurses familiar with the typical presentation of 
a particular health problem, to identify patients' problems and make triage decisions for 
patients with similar manifestations. These findings highlight the important effect of 
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clinical experience on whether the nurses are able to identify the patient's problems 
successfully. 
Use of Previous Clinical Experiences in Clinical Decision for Intervention 
Most nurses reported that they used their previous clinical experience to make 
decisions about nursing interventions for their patients. This is illustrated by the 
following comments, 
The patient had diarrhoea, and according to my clinical experience, it was a 
problem of tube feeding, the nutrition, since I had many of these kinds of patients 
before; they had problems with tube feeding…then when you face the same 
situation, in your mind, you will think the current situation may also result from 
that problem...if you do not have experience, you will not be able to figure out 
that the current situation may also result from that problem. (G2: 165-166; 190-
193; 205-206) ‘ 
The past clinical experiences were used by nurses to make clinical decisions for 
tackling patients' problems occurred during process of implementing intervention. This 
finding is similar to the findings in the study of Cioffi (2001) in Australia, in which the 
nurses reported that they identified the similarities between the current patient's 
condition and that of the patients they had cared for previously, and used these 
experiences to make decisions. Meanwhile, Chung (2005) in Hong Kong also suggested 
that the emergency nurses' past experiences of prioritizing similar patients helped them 
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make triage decisions. It is indicated that the nurses used the earlier experience of 
similar cases as references to make decisions for patients' existing problems. 
The findings in the above two subcategories both highlighted that the nurses used 
their clinical experiences in the form of representativeness heuristic when identifying 
patients' problem and making decisions (Cioffi, 1997; 2001). When using experiences 
in this manner, the nurses recalled their past experiences, and related the present patient 
with a group of patients who had similar specific situations and had been cared for 
previously. It also appeared that the nurses' ability to successfully identify and make 
decisions for patients' problem was significantly grounded in their past clinical 
experiences. 
Helping Nurses Solve Patient's Problems Effectively 
Most nurses said that clinical experience can help them to solve the patient's 
health problems efficiently. They said, 
Newly graduated nurses may not know how to manage a patient's problem; 
for instance, an emergency patient needing urgent intervention...but experienced 
nurses may immediately know that the patient's life is in danger, and will check 
vital signs and set up an IV immediately …they will immediately know what to do 
when caring for a similar patient. (G8:180-185) 
Regarding the effectiveness of their decisions, since more experienced nurses 
have previous experience of managing similar problems …solving a similar 
problem effectively, then this time they will also be able to manage the problem 
very effectively. (F6: 223-225) 
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The informants suggested that clinical experience could help them to solve 
problems more effectively. This supports the findings of the study by Currey and Botti 
(2006) in Australia which highlighted that experienced nurses could solve patients' 
haemodynamic problem more timely and effectively than did less experienced nurses; 
on the other hand, less experienced nurses encountered difficulties when solving 
patients' problems. Similarly, in Sjostrom et al. (2000) study in Sweden, the critical 
care nurses used previous experiences of working at the ICU, which made them familiar 
with what to do and how to do to effectively manage their patients' pain. These findings 
highlight the important effect of clinical experience on facilitating problem-solving. The 
nurses can gain skill and knowledge for problem-solving through learning from the 
previous experiences of exposure to clinical situation and managing patients' problems 
(Watson, 1991). Learning based on experience provides a useful strategy to enable 
nurses more quickly and effectively manage and solve patients' problems (Benner et al., 
1996). 
Making Judgment Efficiently and Effectively 
Most nurses commented that clinical experience assisted them to make clinical 
judgments for their patients. The nurse described the important role of having previous 
experience of making decisions in similar patient situations, she said, 
Clinical experience is very important. If you have experience of managing a 
similar situation before, then this time when managing the same problem, you will 
find it very easy. So if you have previous experience... which will accumulate, this 
84 
time when the patient develops the same problem, you will use your previous 
experiences to make a correct decision without taking a lot of time. (F6: 207-210) 
Clinical experience was perceived by the nurses as a useful tool for them to make 
more efficient and effective judgments about patients' problems. Consistently, 
Simmons et al. (2003) found that experienced nurses in the US made judgment about 
patients' problem more quickly and effectively. Therefore, clinical experience was 
considered by the nurses as an important facilitating factor of CDM. As the nurses gain 
more and more clinical experiences, their ability of making clinical judgment may get 
improved (Aquilino, 1997), meanwhile, they may also develop more confidence in 
CDM process (Radwin, 1998). Therefore, the experienced nurses demonstrated more 
effective and timely performance when making judgment, and were actively involved in 
CDM practice. 
The above findings provided valuable insight into the important role of clinical 
experiences played in CDM process, which obviously have significant influences on 
nurses' problem solving and judgment for patients' problems. The nurses brought the 
previous experiences of exposure to the similar patient or similar event to the current 
clinical situation as reference, in order to understand patients' condition and recognize 
their problems, and further form a judgment and select care options (Cioffi, 2002). In 
addition, nurses can develop and improve their problem-solving and CDM skill when 
accumulating and learning from their clinical experiences (Benner et al., 1996), and 
therefore, may make more effective and efficient clinical decisions. 
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Workplace Environment 
The seventh category identified was that of workplace environment. Seven 
participants suggested that the workplace environment had an impact on CDM; this 
included workload and the atmosphere of the workplace. 
Workload 
Workload was the first important factor. One nurse reported that a heavy 
workload negatively influenced CDM due to the shorter time spent in CDM for each 
patient, which might therefore be neither timely nor accurate. She said, 
The number of patients in the ward can influence CDM; if there are more 
patients, or fewer nurses, it may be a little late for you to see a certain patient... 
you may not know his situation well, and then your decision may be too late, or 
incorrect…because, when the workload is heavier, then comparatively, the time 
for CDM for individual patients becomes shorter. (G4: 782-789) 
A heavy workload may lead to delayed or inaccurate decisions due to the limited 
time available for CDM. This finding was similar to that of Adib-Hajbaghery et al.'s 
(2004) study in Iran, which suggested that a heavy workload forced the nurses to adopt 
a task-oriented working style rather than to participate in CDM. Moreover, these results 
also confirmed the findings of Baker's (2001) study in Australia, which indicated that a 
heavy workload restricted CDM, since the nurses might not be able to make accurate 
clinical decisions and focus on the patient's needs. Similarly, Rejeh et al. (2009) in Iran 
indicated that heavy work-load made nurses being unable to participate in CDM for 
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patients' pain management. It is indicated that the factor of workload in the clinical 
environment may negatively influence CDM and result in time constraints as well as 
pressures, as a result the nurses could not actively participate in CDM and make timely 
and effective decisions. 
Workplace Atmosphere 
The atmosphere in the workplace was another factor influencing CDM. One nurse 
reported the supportive role of an efficient work atmosphere and good collaboration in 
CDM. She said, 
The atmosphere of a department may influence CDM. If in the department, 
people work very actively and cooperatively, for instance, even though I am not 
responsible for a patient, if he develops a problem, I can immediately call his 
nurse or just manage his problem by myself. If people do not work cooperatively, 
or the interpersonal relationships are not good, then I will not help to manage his 
problem...also if the atmosphere is very active, then nurses may also work 
actively to observe and identify patients 'problems. (F8: 453-464) 
Other studies in the literature also suggest that the workplace atmosphere 
influences nurses' CDM. Tutton et al. (2008) reported that a good team atmosphere 
facilitated the UK nurses to actively participate in CDM, in that they worked together 
with their nursing colleagues and other health professionals to share information and 
take interventions to solve patients' problems. The findings in the study by Offredy et al. 
in the UK (2008) showed that a supportive atmosphere, in which the doctors 
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encouraged nurses to make clinical decisions, helped to strengthen their confidence in 
CDM. However, in Adib-Hajbaghery et al.'s (2004) study, Iranian nurses pointed out 
that the physician-centred atmosphere, which did not respect nurses' decisions, 
definitely acted as a barrier to their effective participation in CDM. It is suggested that 
the atmosphere of the workplace is an important external factor influencing nurses' 
CDM behaviour, in terms of working attitudes, and relationships between nurses 
themselves and between nurses and other health professionals at work. The 
collaborative atmosphere within the workplace enables the nurses and other health care 
providers to respect the unique abilities and expertise of each other, communicate and 
work together to effectively make clinical decisions and meet their patients' needs 
(Thomas, 2003). 
The above findings revealed the impact of workplace environment on CDM in 
terms of workload and workplace atmosphere. Appropriate nursing workload as well as 
efficient and collaborative working atmosphere constitute a positive nursing work 
environment, which may enable nurses to make timely and effective clinical decisions 
on patient care, and actively participate in CDM. Furthermore, the positive workplace 
environment can also facilitate nurses to make autonomous clinical decisions and take 
accountabilities (Hoffart & Woods，1996). 
Similarities and Differences of Concept of Clinical Decision Making between 
Clinical Nurses and Nurse Educators 
To contribute to an understanding of the concept of CDM, a subgroup analysis of 
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the data obtained from the clinical nurses and nurse educators was undertaken. The 
findings revealed very few differences between them in their concept of CDM (Table 3): 
only one of the clinical nurses reported the use of intuition in CDM; and only the 
educators mentioned the need to make decisions based on evidence, having a teamwork 
spirit in CDM, how nurses' attitudes influence decisions on drug administration, and 
how the Chinese tradition of respecting elderly people influences CDM. 
Table 3 Differences Identified from Clinical Nurses and Nurse Educators 
Informants Differences Identified between Two Groups 
Understanding of Attributes Required Cultural Influence 
CDM in CDM 
Clinical Intuition 
Nurses 
Nurse Making decisions Teamwork spirit 1) Nurse's attitude to 
Educators based on evidence drug administration 
2) Chinese tradition 
of respecting older 
people 
Intuition 
Although only one senior surgical nurse shared her experiences of making 
clinical decisions intuitively, this subcategory was included since intuition has been 
recognized as an important component of the process of CDM among nurses. This 
atypical case also highlights the difficulty of establishing data saturation, since this 
concept was not picked up and explored with other participants. This nurse, however, 
emphasized that intuition related to clinical experience was important to CDM. She said, 
A patient came back after having a hernioplasty under epidural 
anaesthesia...he suddenly had discomfort in his throat, and I made a judgment, by 
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intuition, I felt that the patient had nausea and vomiting."The intuition is related 
to years of working; after you have worked for a long period of time, you may 
have seen more patients, so then you have a kind of intuition which develops 
gradually over years of working…develops based on your clinical 
experience... and the intuition is a kind of CDM. (Gl: 60-62; 278-281) 
Similarly, with regard to the use of intuition in CDM, the findings in the study by 
Hallett et al. (2000) showed that community nurses in the UK mainly used intuition to 
make clinical judgments about the patients' problems and required solutions. Cone and 
Murray (2002) found that in the US, emergency nurses made specific decisions at triage 
through intuition. Meanwhile, Minick and Harvey (2003) also reported that the medical-
surgical nurses in the US used intuition to identify subtle changes in their patients' 
health conditions to early recognise potential problems. These studies highlighted the 
importance of use of intuition in CDM process, in that the nurses can make clinical 
decisions quickly and correctly, in order to not only solve the existing patients' 
problems, but also prevent the development of potential problems. Indeed, intuition is 
an important component of nurses' CDM. 
In Western literature, intuition is defined as 'understanding without a rationale' 
(Benner & Tanner，1987，p. 23)，which is linked closely to the nurse's expertise in 
professional practice (Benner, 1984). The intuition is bom of experience, and the expert 
nurses have enormous experiences to draw upon, therefore they have an intuitive and 
immediate understanding about the problem situation and make decisions intuitively 
based on their relevant experiences of similar situations. There are also a number of 
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studies showing that intuition has been used by nurses to arrive at a clinical decision 
(Rashotte & Camevale，2004). Indeed, intuition is an integral part of CDM, and plays 
an important role in nurses' CDM (Benner et al., 1996; King & Appleton，1997). 
Interestingly, only one of the twenty informants mentioned the use of intuition in 
CDM. This finding is consistent with that of the study in Chinese populations by Lin et 
al. (2003), who reported that the term 'intuition' or the use of it was never mentioned in 
the interviews regarding CDM among Taiwanese nurse educators. They argued that it 
was possibly due to the different cultural meanings of 'intuition', which may or may not 
be related to experience, and may carry an unscientific meaning in the Chinese language 
(Lin et al., 2003). 
The findings reflected the possible influence of the meaning or the translation of 
the word in the Chinese language on its use in describing nurses' CDM, in that the term 
'intuition' in Chinese might carry an unscientific meaning that might not be easily 
accepted by medical or health sciences; Most informants, therefore, did not mention the 
use of intuition in CDM. However, Chung (2005) reported that four out of seven 
emergency nurses in Hong Kong used their intuition of something wrong about the 
patient to give priority in triage CDM process. Therefore, the role of intuition in 
Chinese nurses' CDM needs further exploration. 
Making Decisions Based on Evidence 
Three of the 10 educators indicated that clinical decisions should be made based 
on evidence. An educator said that the nurses should carry out evidence-based CDM, 
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Nowadays, we encourage evidence-based nursing, so CDM also needs to be 
based on evidence... making judgments based on evidence... using the findings of 
scientific research (Fl: 100-101; 113) 
Fewer than half of the educators indicated the use of evidence-based CDM. This 
may be related to their continuous updating of clinical knowledge by reading recent 
literature and conducting research in their specialty area, as well as teaching updated 
knowledge to their students. While clinical nurses may have to focus too much on tasks 
and procedure, and therefore have little time to update their knowledge and acquire 
evidence, and they may not have a clear awareness of evidence-based nursing (Zhou, 
Zhou, & Ma, 2006). 
This finding is different from that in the study of Hallett et al. (2000) in the UK, 
that community nurses drew on information from journal articles in CDM about wound 
care. The findings in the study by Currey and Botti (2006) in Australia were also 
different, indicating that some critical care nurses did not adhere to certain evidence-
based techniques when assessing a patient's haemodynamic parameters. On the other 
hand, some nurses used clinical guidelines supported by research findings in CDM. 
These findings suggested the inconsistent and limited use of evidence to support their 
decisions, which indicated that there may be a gap between nursing research and 
clinical practice, in that the research findings may not be applied into clinical practice, 
and therefore may not be used as evidence for CDM by clinical nurses (Zheng, 2004; 
Zhou et al., 2006). Therefore, evidence based CDM should be promoted and facilitated 
to keep nurses' knowledge updated (Thomson, Angus, & Scott，2000)，in which the 
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involvement of clinical nurses in research process and the establishment of partnership 
between nurses and nurse educators in doing research and implementing research 
findings can be the useful strategies (Currey & Botti，2006). Indeed, nurses are 
increasingly expected to apply the best available research evidence in their CDM, which 
can help them make accurate and appropriate clinical decisions for patients' problems 
and improve patient care. The use of evidence support in CDM can also achieve 
accountability, autonomy and best nursing practice (Newhouse, Dearholt, & Poe，2005). 
Teamwork Spirit 
According to four of the 10 educators, a teamwork spirit was also an essential 
attribute for nurses to make effective clinical decisions. One of them said, 
The decisions could not be made by only one nurse; it is better that the 
decision is made by a group after discussion, so a teamwork spirit is required. 
Sometimes I am not quite sure about whether my decision is appropriate, I need 
to ask,..discuss with others; for instance, to check the score of a pressure 
ulcer...If a patient develops a pressure ulcer, I need to apply drugs, and I need a 
doctor's help to prescribe drugs. (Fl: 135-137; 150-151) 
A teamwork spirit was an attribute cited by only the nurse educators. A possible 
reason for this is that developing and improving the teamwork spirit among nursing 
students has been identified as one of the goals of baccalaureate nursing education (Cui， 
Lin, Xu, Ding, Gu, & Sun，2004; Sun & Zheng，2003). Similarly, Thomas et al. in the 
US (2004) found that a teamwork spirit influenced collaborative work and was 
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considered important for providing better patient care by ICU nurses. As such, clinical 
decisions made by nurses and other health care team members collectively would be 
more effective. Moreover, ICU nurses in the UK (Gelsthorpe & Crocker，2004) also 
reported that teamwork improved the appropriateness and accuracy of their decisions. 
The findings also described the importance of collaboration between patients and their 
caregivers, including not only nurses and doctors but also other health professionals and 
family members. Different caregivers can provide essential patient information needed 
for CDM and help nurses make appropriate decisions and implement actions to meet 
patients' immediate health needs. 
Nurse's Attitude to Drug Administration 
Only one educator described the influence of nurses' attitudes towards drug 
administration on their CDM in medication use. Her perception of using analgesia in 
pain management led to her unwillingness to give it to the patient in pain. She said, 
For postoperative pain, several years ago, people were not willing to give 
analgesics, especially for minor operations, because they were worried about 
addiction to analgesics and hoped that the patient could tolerate the pain...the 
nurse might decide to explain to the patient that postoperative pain is common 
and normal, and ask the patient to tolerate it as much as he could...But if the 
patient could not tolerate pain which was severe, then, the nurses would report 
this to the doctor and request medication. (F6: 39-47) 
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Only one educator raised a concern about the influence of nurses' attitudes 
towards drug administration on their CDM relating to the administration of medication. 
This subcategory was included because the findings might reveal the potential impact of 
nurses' attitudes towards one strategy of patient management such as pain management 
on their CDM and subsequent actions in patient care (i.e., the use of pain relieving 
medication). The educator's concern supported the findings of Helmrich et al.'s (2001) 
study in Australia, that nurses' beliefs about the pain relief effect of non-
pharmacological interventions could lead to their decision to use these interventions. 
The findings reflected the potential impact of nurses' attitudes on CDM. In addition, it 
appeared that the influence of nurses' personal attitudes on their CDM might be a 
neglected issue among nurses. 
Chinese Tradition of Respecting Older People 
Three educators emphasised that the Chinese tradition of respecting older people 
had an influence on CDM for older patients. On one hand, the nurses need to follow 
Chinese tradition to ‘show their respect to older patients by obeying them，； on the other 
hand, this tradition may inhibit nurses' decisions on the implementation of intervention 
for older patients, especially when the patients hold a paternalistic attitude towards 
nurses. One educator said, 
The nurse is younger than his/her elderly patients, so he/she should respect 
them; this is the Chinese tradition, you must respect elderly people, stay obedient 
to them, but sometimes this is not correct...the Chinese tradition of respecting 
elderly people may also influence the implementation of nursing actions; 
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sometimes they may refuse your suggestions, demonstrate a paternalistic style, 
and see how you cope... an elderly Chinese patient may not follow your orders and 
may think he is a senior person. He can order you to do things and you cannot 
urge him to do anything he doesn ,t like. (F5: 296-303; 362-363; 831-833) 
In terms of the impact of Chinese culture on CDM, the educators reported that the 
Chinese tradition of respecting elderly people might play an inhibiting role. Similarly, 
the findings in the study by Wang (2005) showed that Chinese culture was one of the 
determinants of clinical judgments made by Taiwanese nurses for hospitalized elderly 
patients suffering from acute confusion. The nurses with more traditional Chinese 
beliefs, such as loyalty to superiors, would be more likely to make a poor judgment 
about the patient's clinical presentation. Such nurses ignored the confused state of their 
elderly patients. Patients, viewed as 'model patients', who are quiet in their beds 
(O'Keeffe & Lavan，1999), and have with slow speech or actions and reduced reactions 
to stimuli, are usually under-diagnosed and under-recognized, and therefore, suffer from 
worse consequences than do others (O'Keeffe & Lavan，1999). 
It is apparent that the influence of Chinese cultural tradition was exerted on the 
CDM process. The nurses might encounter difficulties in caregiving when their 
intervention decisions were opposed and refused by their older patients. These findings 
provided an important insight into the potential influence that Chinese traditional beliefs 
and values exert on nurses' CDM about patients' problems and subsequent 
interventions. 
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Also interestingly, only three educators reported the influence of the Chinese 
tradition of respecting elderly people on CDM. This is possibly because that they had 
experience of working closely with elderly patients in their clinical practice. Also, two 
of them had actually taught in the gerontological nursing course. As a result, they may 
have more specialized knowledge and in-depth understanding about CDM in 
gerontological nursing, as well as the cultural influence on CDM. 
A possible explanation for the similarities in the concept of CDM between the 
clinical nurses and educators is that, the nurses received the same nursing education and 
worked in similar hospitals and clinical settings. The nurse educators also acted as role 
models of CDM for those clinical nurses when they were educated in their 
undergraduate nursing studies, in which the educators' way of thinking, CDM 
behaviour, and knowledge they delivered in classroom and clinical teaching might exert 
significant influences on their nursing students' perceptions and practice of CDM (Adib 
Hagbaghery et al, 2004; Lin et al, 2003). 
As to the differences between their perceptions of CDM, the use of intuition in 
CDM was identified by only one nurse, while, the issues of evidence-based CDM, the 
influences of nurses' attitudes to drug administration, and the Chinese tradition of 
respecting elderly people, and the importance of team spirit were only mentioned by the 
educators. Since the use of intuition and the impact of nurses' attitudes to drug 
administration are atypical cases which were only raised by one informant, which may 
not reflect differences between the two groups of nurses. Only the nurse educators 
raised the issue of evidence based CDM, team spirit and the Chinese tradition of 
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respecting elderly people. This might be due to their particular working experiences of 
conducting nursing research and updating knowledge, developing their students' 
teamwork spirits, as well as teaching gerontological nursing courses. The use of 
intuition and evidence-based practice in CDM, as well as the awareness of and attention 
paid to the role of intuition, research evidence and Chinese culture in CDM should be 
enhanced, both of which have the potential to improve the quality of patient care in 
China through effective CDM. 
In summary, the findings showed that CDM in nursing was seen by nursing 
informants as a process of understanding the patient's health condition, making nursing 
judgments, and taking interventions to solve patients' problems, in which their 
decisions were based on evidence and made mainly through an analytical approach. 
CDM was also identified as a complex concept described by different terms 
interchangeably. Nurses expressed that they had little autonomy in CDM and depended 
on doctors' instructions. The influences of the working environment, nurses' personal 
beliefs, and Chinese tradition on CDM were also reported. Furthermore, there was some 
evidence to show that nurses' knowledge and clinical experience, as well as other 
behavioural and cognitive attributes, were required and did make an important 
contribution to CDM. 
Importantly and interestingly, the involvement of patients, family members and 
other health care professionals in nurses' CDM was mentioned by the informants, 
which revealed that participation and partnership of patients, their families, and staff 
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might play a significant role for nurses in making an appropriate and efficient clinical 




In this chapter, the limitations of the present study are presented. 




Although purposive sampling would be more rigorous approach for recruitment, 
this was difficult to implement because of the limited numbers of accessible 
baccalaureate-prepared nurses and educators, given that only 2.7% of registered nurses 
in China in 2005 obtained a bachelor's or higher nursing degree (Ministry of Health, 
2008a). However, there is an upward trend in the number of the baccalaureate nursing 
program established and the enrollment of baccalaureate nursing students, who are 
expected to bear more important responsibilities than those nurses with diploma degree 
in CDM for the patients (程，2002;郭，2004)，therefore this study was focused on this 
small population compared with the remaining over 97 % nurses who do not have 
similar background training. A convenience sample of a group of accessible 
baccalaureate-prepared nurses was recruited. 
The study setting was limited within one teaching hospital and one nursing school, 
at which specific external factors such as the policy and guidelines of practice and the 
teaching and learning experiences of the clinical nurses and nurse educators might exert 
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influences on the informants' perceptions. This influence may not be the same as those 
which apply to registered nurses in other hospitals or clinical settings in other cities or 
regions of mainland China. In addition, the informants from different nursing specialties 
may use specific styles and strategies in making decisions about patient care. These 
potential differences in concept and processes of CDM might not have been addressed 
in this study. Therefore, in a future study, the researcher should select samples of 
diverse groups of nurses from different specialties and/or hospitals, and compare the 
results on the concept of CDM between groups. 
Use of Interview 
Although the interview is the most important and predominant method of 
qualitative data collection, there are some limitations. The first issue is related to 
interviewer bias. As a nurse educator, the researcher had actually taught some of the 
informants, so this might influence the openness and the truthfulness of their responses. 
The students in China might have a high respect for their teacher, which is influenced 
by deep-rooted cultural beliefs. Teachers are traditionally identified among those most 
respected by Chinese society (Zhou, 1988)，and students are expected to fully respect 
their teachers' authority (Wang & Mao, 1996). In addition, Chinese children are taught 
to respect their superiors (Bond, 1996), among whom parents and teachers are the most 
important (Bond, 1991; Liu, 1986). There is a Chinese saying ‘If someone taught you as 
a teacher for one day, you should respect him as your father for the rest of your life，， 
reflecting the student-teacher relationship (Wan, 2001). Therefore, Chinese students are 
taught to respect and obey rather than question or challenge their teachers just as they 
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do their parents. To minimize such bias, the clinical nurses were told that they could 
talk freely about their experiences, and that there were no right or wrong answers to the 
questions. They were assured of confidentiality and the restricted use of their data for 
research alone, and it was also made clear that involvement in the study would not 
affect their work. 
Secondly, Fonteyn, Kuipers, and Grobe (1993) suggested that what people said 
about how they did things might be different from how they actually performed, so this 
raised a weakness of interviews concerning the validity of the data, which might only 
examine nurses' self-reporting of the concept of CDM, rather than reflecting their actual 
CDM practice. Offredy (1998) also criticised the interview's recall bias and argued that 
the cognitive activities used by nurses to perform CDM in their actual daily practice 
might not be exactly those available to be retrieved by the informants during interview. 
Issue of Data Saturation 
The interviews and data analysis in this study were not conducted concurrently, 
and only the preliminary analysis was done at the time of collecting the data. Therefore, 
the researcher could not be sure that the data were saturated during the data collection 
process. For example, some issues, such as the use of intuition in CDM and the 
influence of nurse's attitude to drug administration on CDM, were in each case only 
raised by one informant. Unfortunately, due to the lack of concurrent data collection 
and analysis, the researcher was unable to discuss these points with other participants, 
once more, reflecting uncertainty about whether the data saturation had been achieved. 
However, the informants in this study were very willing to share their personal 
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experiences and discussing their perceptions of CDM, and very rich and in-depth data 
were collected during the interviews, which each lasted for at least one hour. In addition, 
only one researcher collected all the data enhancing data saturation. Indeed, an 
important principle guiding the sampling in qualitative research is that of the greater the 
richness and depth of the information obtained, the fewer the number of informants 
required to reach data saturation (Morse, 2000), contributing to data saturation being 
achieved. 
Recommendations for Further Research 
The findings in this study have suggested some important areas for further 
investigation. First, this study highlights that Chinese nurses have low levels of 
autonomy in CDM. Indeed, their perceptions of autonomy and independence in nursing 
practice and factors influencing autonomy, in particular, the impact of medical 
dominance on nurses' CDM, should be explored. Questions such as how nurses 
understand autonomy in their daily clinical practice, what factors facilitate or inhibit 
their autonomy, and what their suggestions are on enhancing their autonomy should be 
posed. 
Second, the Chinese social and cultural beliefs about the nursing profession, the 
nurses' definition of nursing and perceptions about their role in practice, and their 
relationship with other disciplines in health care deserve more thorough investigation 
and understanding, since there were also no previous studies on this topic. 
Third, future studies should also include nurses' perception of the scope of 
nursing practice and its impact on nurses' participation in CDM. At present in China, 
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the current regulation of the nursing profession gives little clear documentation and 
interpretation of the scope of practice within the nursing domain, and there is an urgent 
need to enact the regulations to clearly define and regulate nurses' responsibilities for 
practice, as well as their rights (Liu, 2007). 
In terms of research methodology, in addition to the semi-structured interviews, 
other data collection methods such as observation could be used together to enrich the 
understanding of nurses' perceptions and experiences of CDM. This also helps the 
researcher to obtain a more comprehensive understanding of the CDM process and 
factors which influence CDM among Chinese nurses. In addition, the researcher may 
also conduct an ethnography study to explore this topic, which can encourage the nurses 
to describe their individual and shared views and values about the topic within a 
specific culture (Hammersley & Atkinson，1990)，and enable the researcher to gain a 
complete picture of Chinese cultural meanings in regard to CDM. An exploratory study 
should be conducted in more diverse nursing populations in Tianjin and other regions of 
China to understand the topic of nurses' CDM in different socio-demographic and 
cultural backgrounds in the Chinese population. 
Implications for Practice 
The findings of this study showed that CDM in nursing is a comprehensive 
problem-solving process which involves making judgments about patients' problems 
and carrying out interventions, a process in which Chinese nurses may have inadequate 
autonomy. Nurses need to have a clear understanding of their professional 
responsibilities of making autonomous decisions, which can help them actively and 
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independently participate in CDM and make effective clinical decisions for their 
patients. Nurses also need to be given more autonomy in their CDM, as it is only in this 
way that their clinical practice can be improved and nursing can achieve fiill 
professional status in China. 
Nurses also need to have a clear understanding of the CDM process used for 
resolving patients' problems. Some strategies can be used by nurses to improve their 
CDM. Firstly, as revealed from the findings, nurses should maintain life-long learning 
through participating in continuing education to keep up with updated knowledge and 
skills in clinical practice as well as CDM. Secondly, they need to participate in 
independent CDM more actively and frequently to gain more clinical experience, in 
order to make better clinical decisions. Thirdly, nurses should study and use more 
recent research evidence to support their CDM. Fourthly, nurses should develop the 
required attributes, such as a critical thinking ability, team spirit and intuition through 
continuous learning and evidence-based practice to become more competent in CDM 
for patient care. Finally, nurses need to recognize the importance of and take initiative 
to establish partnerships with patients and family; similarly, they have to maintain 
multidisciplinary collaboration with other health care professionals in treatment and 
care, in order to make efficient and effective clinical decisions to successfully solve 
patients' problems. 
An understanding of CDM in nursing can also provide nurse educators with 
insights about the importance of developing nursing students' CDM abilities and giving 
them a better understanding of autonomy in CDM. The curriculum must involve the 
importance of CDM, and introduce CDM and its autonomy in nursing. The nurse 
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educators also need to act as the role models in autonomous CDM for their students 
(Wade, 1999). It is of great importance to adopt effective educational strategies to build 
up the base on professional autonomy in CDM during baccalaureate nursing education. 
Conclusion 
The findings in this study showed that CDM in nursing is a comprehensive 
problem-solving process which involves making judgments about patients' problems 
and carrying out interventions, as well as a complex concept described by different 
interchangeable terms. Chinese nurses may not have adequate autonomy in making 
independent clinical decisions and may depend on doctors' instructions. Cultural 
influences, in particular, the Chinese tradition of respecting elderly people, may have an 
impact on nurses' CDM. More importantly, the nurses' lower level of autonomy and 
their rare use of intuition highlighted the cultural differences in the understanding of 
CDM between Chinese nurses and their Western counterparts. These findings reflect the 
importance of social and cultural issues, i.e., socio-cultural beliefs about nursing in 
Chinese society, the Chinese cultural tradition of respecting older people, and the 
meaning of the word in the Chinese language, to the concept of CDM amongst Chinese 
nurses. 
Moreover, there is some evidence to show that a variety of factors, which are 
related to nurses' knowledge, clinical experience and personal attributes, such as 
communication skills and critical thinking, and the need for involvement of patients, 
family members and other health care professionals, may also play significant roles in 
nurses' CDM and thus help to solve the patients' health problems. The comparison 
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A 
between the data from the clinical nurses and the nurse educators demonstrated a 
largely common understanding of CDM in spite of a few differences between their 
perceptions. This reflects the need for an in-depth understanding of how the bachelor of 
nursing programme affects the nursing graduates' learning and practice for CDM. 
Chinese nurses, similar to nurses in some Western countries, should be given 
enough autonomy in practice, otherwise they will not be able to make timely and 
effective clinical decisions for solving their patients' problems. Thus, their perceptions 
and understanding of autonomy in nursing practice and CDM, as well as various 
influencing factors, deserve further exploration. Indeed, nurses need to become 
autonomous professionals to provide quality care and meet their patients' needs. 
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Literature Search Strategy 
A sample search strategy is provided below, indicating the search history of the 
databases of the British Nursing Index and the Cumulative Index to Nursing & Allied 
Health Literature Plus (CINAHL Plus). The 58 studies were published between 1993 
and 2009 and originated in 11 countries (Australia, Canada, mainland China, Finland, 
Greece, Hong Kong, Iran, New Zealand, Sweden, Switzerland, Taiwan, the UK and the 
USA). The samples included registered nurses, nurse prescribers, nurse practitioners 
and clinical nurse specialists from a large variety of different nursing specialties, for 
example, acute and emergency care, critical care, ICU, medical care, surgical care, 
obstetric-gynaecological care, paediatric and neonatal care, psychiatric care, primary 
care, family care, community care, public health care and geriatric care. Nursing 
educators (or faculties) were also involved. Qualitative studies (n=37), quantitative 
studies (n=15) and mixed quantitative-qualitative studies (n=6) were identified and they 
explored how nurses make clinical decisions (n=20), factors influencing CDM (n=29) 
and/or CDM autonomy (n=9). 
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SAMPLE SEARCH STRATEGY IN THE BRITISH NURSING INDEX (1994 to 
April 2009) 
Step Search term Number of 
articles retrieved 
_1 decision-making process/or patient assessment 4875 
^ clinical judgment.mp. 6 
_3 diagnostic reasoning.mp. 7 
_4 problem solving.mp. 
5 一 or/1-4 4992 
nursing/or nursing: care/ 1245 
_7 nurse.mp. 16563 
8 一 6 or 7 17477 
_9 chinese.mp. 518 
1 0 china.mp. 207 
11 9 or 10 654 
1 2 • baccalaureate.mp. 
1 3 undergraduate.mp. 
14 12 or 13 625 
15 5 and 8 558 
16 11 and 15 —0 
17 14 and 15 I 2 
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SAMPLE SEARCH STRATEGY IN CINAHL Plus (1990 to 2009) 
Step Search term Number of 
articles retrieved 
Jl decision making 33609 
2 judgment 1598 
_3 diagnostic reasoning 
_4 problem solving 4599 
5 or/1-4 39237 
_6 nursing 368385 
7 nurse 64158 
—8 6 or 7 预 7 3 0 
9 Chinese 一 4768 
10 — china " ^ 5 3 
11 一 9 or 10 10414 
1 2 baccalaureate 8517 
1 3 under-graduate 6853 
14 12 or 13 14756 
15 5 and 8 7696 
16 11 and 15 16 







3. Educational level 
4. Years of experience 
5. Clinical specialty/ major area of teaching 
1. What is CDM? 
• What clinical decisions need to be made in clinical practice? 
• When or under what situations do you need to make clinical decisions ？ 
• When performing what nursing care do nurses need to make clinical decisions ? 
• What is the process of CDM ？ 
• What procedures/process does CDM go through? 
2. Please let me know how you make clinical decisions for your patient? Please give a 
recent example. 
• What are your experiences of making clinical decisions? 
• When or under what condition do you make clinical decisions? 
• Why do you make clinical decisions for your patients? 
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• What procedures, methods or strategies are used for making clinical decisions? 
• Who get involved in CDM process? 
• How do they participate in CDM? 
• What are the relationship between you and them ？ 
• What is the patient's role in CDM? 
• Do you need support or help in CDM, what support or help do you need? 
• What abilities/skills do nurses need in CDM? 
3. What factors do you think will influence your CDM? 
• What are personal factors ？ 
• What are patient-related factors ？ 
• What are environmental factors? 
• What factors will facilitate your CDM? 
• What factors will impede your CDM? 
• How do you think these factors influence your CDM? 




Participant Code # F6 
Interview Date 10/11/07 Starting Time 9:30 am Ending Time 10:30 am 
Pre-interview goals for interview: collecting information about the perceptions and 
experiences regarding CDM in nursing 
Location of interview: office of the informant 
People present: the researcher and the informant 
Description of environment: This was a meeting room in an academic building. 
Nonverbal behavior: Sometimes when talking about the experiences of making 
effective clinical decisions, she was very happy and laughed. Sometimes the informant 
needed to stop to think about how to answer the question. 
Verbal behavior: Sometimes she tried to find the appropriate words to describe her 
• . • • . 
experiences. 
Researcher's impressions: Generally speaking, the informant was very interested in 
the interview topics, and replied very confidently and actively. The overall 
communication was going smoothly. 
Important points during the interview: 
When asking about the influencing factors, the researcher should keep in mind all 
of the factors mentioned by the informant, then after the informant talked about certain 
factor, reminded her to continue explaining others left. 
When the informant felt difficult to explain some points, the researcher asked her 
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to give examples. 
Whenever the researcher felt unclear about the meaning of the informant's 
description, she asked her to clarify. 
The researcher should try to avoid the telephone interruption and the interruption 
from other people. 
Technological problems: The interview stopped for about two minutes during the 
telephone interruption, and was also interrupted for about two minutes when a staff 




Date/Time: 9:00-10:30 am, 01/12/07 Venue: nurses' office 
WY: the interviewer I: the informant 
Line Content 
1 WY: Firstly, please give a definition for clinical decision making (CDM) by 
2 nurses in their clinical practice. 
3 I: According to the patients' clinical manifestation, or through his written or 
4 oral expression, or through our observation by ourselves, we summarize the 
5 patients' holistic situation to identify their current problems, and then we 
6 take intervention to solve the problems and to meet patients' needs. I think 
7 this is CDM. 
8 WY: Well, what decisions do nurses need to make in clinical practice? 
9 I: I want to ask, this mainly refers to clinical nursing practice, or... 
10 WY: Related to nursing practice, you can give an example. 
11 I: CDM mainly aims at the patients' health conditions. For example, a 
12 patient was just admitted, then the judgment was related to his major 
13 existing problems, and mainly aimed at his disease. For example, an elderly 
14 patient was admitted to urinary department, one problem was hyperplasia of 
15 prostate gland, his major problem was urinary retention which was a clinical 
16 judgment. Correspondingly, he had dysuria. Some patients had urinary 
17 retention, frequency of micturition, urgency of micturition, and some 
18 accompanying symptoms. These were the judgments which I needed to 
19 make for individual patient. Like some other patients, very old patients, they 
20 have poor hearing or difficult in moving, have no child to accompany them, 
21 and also other aspects, like nutrition, accommodation, living condition, etc. 
22 We need to make judgment on all the above aspects when they are admitted 
23 to the hospital. Then during nursing care process, we provide holistic service 
128 
24 to patients to meet their needs. 
25 WY: Do you have experienced making decisions in emergency, rescuing 
26 situations? 
27 I: For example, the very urgent situation is kidney contusion in urinary 
28 department, like those traumatic patients. Kidney contusion can lead to 
29 massive bleeding and vesical rupture; and trauma can lead to various organ 
30 injuries. Patients with complication of vesical rupture are very seriously ill 
31 patients. Now the judgments we make include, for example, the patient 
32 complains pain, we observe the urine of the patient suffering from vesical 
33 rupture, who mainly has hematuria. According to pain, hematuria, and 
34 physicians' examination, we assess patients' condition. We need to make 
35 judgment for all these situations of emergency patients. For hospitalized 
36 patients, just now I have already mentioned. For patients in outpatient 
37 department, the judgment is urinary retention, which is made when he 
38 comes to the hospital. 
39 WY: That is to say, there are also some patients whose situations are stable. 
40 I: Yes. 
41 WY: Also there are very urgent situations in which nurses need to make 
42 urgent decisions. 
43 I: Yes. 
44 WY: Please talk about the role which the patients play during your decision 
45 making process. 
46 I: The patients play very important roles. Because when we observe patient, 
47 we only observe the situation which patients have already demonstrated. 
48 Still there are many problems which are found through our asking patient 
49 and patients' answer. For example, pain, some kind of pain may not be 
50 demonstrated by the patients. But maybe the situation is that the patient does 
51 not tell the nurse and the physician. Through our questioning, he can express 
52 his own pain, and how severe his pain is. In addition, let me also give you 
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53 the example of that patient with hematuria. We can find that whether or not 
54 the patient's condition of hematuria gets better，only if we ask him whether 
55 his urine is getting clear. Another example is the patient with hyperplasia of 
56 prostate gland, after the patient receives the treatment by either oral 
57 medication or IV infusion, only through asking the patient, we can know 
58 whether the patient's urination gets well, and whether his frequency of 
59 micturition and urgency of micturition improve. So I think the patient plays 
60 a very important part when we make judgment about their conditions. 
61 WY: The pain you have just mentioned, why does not the patient tell us, is it 
62 related to his tolerance? 
63 I: Because I think the pain is classified to different levels in clinical practice. 
64 For example, the first level pain, some patients can tolerate, and then they 
65 will not complain to physicians and nurses. Some patients think that the first 
66 level pain is already very difficult to tolerate for them. So we can know 
67 about the patient's level of pain only through asking the patient. 
68 WY: That is to say, actually some people think that there is no need to report 
69 the first level pain. 
70 I: Yes, they think they can tolerate it and do not need to report. But some 
71 patients may think they must tell nurses, even the first level pain. 
72 WY: They think they should report to the nurses even they feel very little 
73 pain. 
74 I: Yes, because for different patients, their thresholds of pain are different. 
75 WY: They may have different thresholds of pain. 
76 I: Yes. Because some patients can tolerate, then they will not tell us about 
77 their pain. But some patients' pain can be identified through their 
78 complaints, related facial expressions, and their painful appearance, 
79 especially for the postoperative patients. Some other patients think that the 
80 pain is normal and there is no need to report to nurses and physicians. But 
81 some patients think that the pain is quite abnormal and can't be tolerated. 
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82 WY: Some patients think that they should have pain. 
83 I: Yes. He thinks that he just receives operation and feels some pain in 
84 wound, which is quite normal. In addition, this patient is able to endure the 
85 pain, so he will not demonstrate it to us. But some patients are different. 
86 Patients have different pain thresholds and different understanding or idea. 
87 WY: For those patients who can tell us in time, for instance, those who have 
88 lower pain threshold, and also those who will report even a little bit pain to 
89 us, how do they influence our clinical decisions? 
90 I: For the patients with lower pain threshold, we also observe them in 
91 clinical practice. Firstly, we explain to them, provide psychological care, 
92 then stabilize their emotion, make them mentally relaxed, and then explain 
93 that the pain is normal within 24 hours after operation. But if the patient 
94 really cannot tolerate, then we will inform the physician to give necessary 
95 pain relieving management. Many patients have very lower pain threshold. 
96 When we give the patient the Dolantin, regularly we give it once every 6 
97 hours, many patients cannot tolerate the pain 2 to 3 hours after giving the 
98 medication. Also some patients feel it doesn't work after receiving the 
99 Dolantin, these are special cases. In addition, for postoperative patient， 
100 generally and routinely, for patients receiving major operation, the 
101 physicians will give analgesics by IV infusion. I just know about this after I 
102 start to work in clinical setting. There is another analgesic called 
103 flurbiprofen axetil, which can be given directly through IV at regular time, 
104 and can minimize the patients' pain, and make them not feel the pain. There 
105 are some analgesics which are given by IV push, but their effectiveness, 
106 relatively speaking, like Dolantin, seems to have slower effect of pain 
107 relieving. But if the Dolantin is given by IM, it will have very good effect. It 
108 seems that medication injection delivers different effects to different kinds 
109 of patients. They are very effective for some patients, and take effect very 
110 fast; but for some patients, are not much effective. 
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Appendix 10 
The Development of the Category 'Understanding of CDM， 
Understanding of CDM 
Understanding about patient's health condition 
• observe patient's situation. (G1: 35-39) (G1: 83-86) (G1: 477-482) (G2: 12-13) (G2: 
15) (G2: 80-81) (G2: 82) (G2: 116) (G3: 26) (G5: 6) (G5: 39-40) (G5: 56-57) (G5: 
96-98) (G8: 26-27) (G8: 36-37) (G9: 56) (GIO: 2) 
• observation is important in CDM. (G2: 83-84) (G5: 565-567) (G6: 4) 
• know about patient's situation. (Gl: 348-351) (G2: 3) (G2: 228-231) (G2: 244-245) 
(G2: 244-249) (G3: 11) (G3: 30-31) (G3: 180-181) (G4: 4) (G5: 4) (G5: 4-5) (G5: 6-
7) (G5: 40-41) (G5: 41) (G6: 9-10) (G7: 2) 
• knowing about patient's situation is important in CDM. (G5: 295-296) 
• collect patient's information. (G3: 5) (G3: 12) (G3: 42) (G3: 653-654) (G8: 37) (G8: 
121-125) (G8: 140-141) (GIO: 2) 
Making nursing judgment 
• identify problems. (G5: 6-7) (G5: 7) (G5: 299) (G5: 577-579) (G7: 154-156) (G8: 2-
3) (G8: 132) (G8: 137) (GIO: 6) 
• make judgment about problem. (G2: 5) (G2: 128) (G2: 128-129) (G2: 232-233) (G3: 
6) (G3: 127-128) (G3: 132-133) (G4: 4-5) (G4: 5-6) (G5: 188-189) (G5: 189) (G5: 
298) (G6: 4-5) (G7: 3) (G8: 3) (G9: 2) (GIO: 2-3) (GIO: 241) 
• decisional judgment for patient. (G1: 4-5) 
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• identify cause of problem. (Gl: 12-13) (Gl: 46-47) (Gl: 72-75) (G2: 119) (G2: 171) 
(G3: 12-13) (G5: 280-281) (GIO: 136-137) 
Taking intervention 
• make decision on intervention. (G3: 6) (G4: 6) 
• take intervention. (G1: 5-6) (G4: 6) (G5: 7) (G6: 5) (G7: 3) (G8: 3-4) (GIO: 3) 
• need to take intervention. (Gl: 24-26) (Gl: 39-41) (Gl: 984-985) (G2: 9-12) (G3: 
58-59) (G5: 248-255) (G5: 256-258) (G5: 274-275) (G5: 528-529) (G5: 579-580) 
(G6: 44-45) (G7: 9-10) (G8: 27) (G9: 41-48) (GIO: 7-9) (GIO: 136-138) (GIO: 241-
242) 
Problem solving 
• solve problems. (Gl: 7) (Gl: 16) (Gl: 497-498) (G3: 6-7) (G5: 7-8) (G6: 6) (G8: 2-
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Appendix 10 
Information Sheet 
Research Title: The concept of clinical decision making among baccalaureate-prepared 
nurses in mainland China: an exploratory study 
Investigator: Wang Yue 
The Nethersole School of Nursing 
The Chinese University of Hong Kong 
Background Information 
Nurses are one of the few occupational groups who provide 24-hour direct care to 
meet patient's needs, and as such as frequently the first professionals to identify any 
changes in patients' health condition. It is therefore nurses' assessment and analysis of 
the patients' events that will determine subsequent actions on care provision. In 
fulfilling the demands in caregiving, nurses should be well equipped to make effective 
clinical decisions. Clinical decision making (CDM) is an essential skill for nurses and 
integral part of nursing practice. Nurses are required to make effective clinical decisions 
to timely recognize and manage illness for the patients, in order to provide effective and 
individualized patient care. The aim of this study is to explore and describe Chinese 
baccalaureate-prepared nurses' perception of the concept of CDM, in terms of the 
definition, experiences, and influencing factors. Understanding of CDM in nursing is of 
great importance in improving nurses' CDM skills, helping them make effective clinical 
decisions and provide quality care for their patients. I am writing to invite you to 
participate in this research, 
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Your participation in this study will involve audio-taped interviews. The interview 
will last approximately 45-90 minutes, and involve the topics about your perceptions of 
the concept of CDM in terms of definition, experiences, influencing factors. You will be 
free to choose not to answer or talk about any questions or topics. You are also free to 
stop the interview at any time. You may withdraw your participation in this study at any 
time, either temporarily or permanently. 
There are no risks involved in your decision about whether or not participating 
in this study. All the information that you provide is used for research purpose only and 
will be held in strict confidence. Your name and any identifying information will not be 
identified in the research report or any writing with this research. All the tapes and 
relevant information (such as transcripts) about your identity will be stored in a locked 
file with access restricted to me only, and will be kept from releasing to others. 
You are free to ask any questions about this study at any time. I can be contacted 
at 31634430. 






























Research Title: The concept of clinical decision making among baccalaureate-prepared 
nurses in mainland China: an exploratory study 
Investigator: Wang Yue 
The Nethersole School of Nursing 
The Chinese University of Hong Kong 
Informant's consent 
I have read the information sheet and any questions I asked have been answered 
to my satisfaction. I consent to participate in this study. 
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